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Foreword 


For  the  past  decade,  a  great  deal  of  -information  nas  been 
accumulated  about  the  functioning  of  drug  dependent  women,  but 
thi=  has  been  widely  scattered  and  not  readily  accessible  in  a 
single  source,    consequently,  there  have  been  few  attempts  to 
apply  this  knowledge  in  treating  drug  dependent  women.  This 
book  provides  a  rich  storehouse  of  material  on  drug  dependent 
.women  and  their  treatment,    it  is  essential  to  communicate  tne 
material,  to  clinicians,  program  planners,  and  administrators  to 
provide  them  with  a  better  understanding  of  drug  dependent  women 
so  that  efforts  to  help  tnese  women  are  more  effective. 

During  their  early  development,  drug  p'rourams  were  designed 
primarily  by  and  for  men.    as  women  wer«=  introduced  into  treat- 
ment, their  failure  to  adjust  to  a  program  and  find  tne  help 
they  needed  was  seen  as  "their  problem."   Mucn  orogress  has  oeen 
made  since  the  early  days  wnen  we  nad  a  stereotypic  image  of 
addicts,    we  now  recognize  that  drug  abusers  and  addicts  are 
heterogeneous,  coming  from  all  ethnic,  social,  and  economic 
groups  at  all  ages,  and  representing  ooth  sexes.    Research  into 
the  special  needs  of'  women  clients  advanced  as  a  growing  number 
of  women  were  becoming  involved  in  the  study  of  drug' and  alcohol 
abuse,    we  have  learned  tnat  as  women>s  roles,  expectations,  and 
pressures  changed,  there  has  been  an  upsurge  in  the^r  usd  of 
drugs  as  a  mode  of.  coping,    m  fact,  we  have  found  that  more 
woman  than  men  are  new  dependent  on  prescription  sedatives  and 
stimulants.  ^ 

The  women's  movant  has  made  trose  responsible  for  t mating 
drug  abusers  more  sensitive  to  women's  issues,   what  has  been 
lacking,  up  until  now,  is  practical  advice  on  how  to  provide 
basic  services  which  will  oe  acceptable  and  meaningful  to  female 
•clients     These  two  volumes  pull  together  tne  extant  Knowledge 
in  the  field  on  the  special  problems,  needs,  and  cnaracteristics 
o.  women  drug  abusers.    They  also  ekplain  tne  application  of  r 
this  Knowledge  ranging  from  initial  intake  to  counseling,  refer- 
rals, medical  and  nealth  services,  employment'  development, 
family  therapy,  and  child  care  and  parenting  services. 

Ample  attention  is  given  in  this  worK  to  tne  various  roles  of 
age,  cultural  background,  social  class,  drugs  of  cnoice,  and 
differing  lifestyles  in  terms  of  the  effects  they  have  on 
women's  attitudes  and  Dehavior.    Moreover,  what  is  written  nere 
is  relevant  to  women  in  general,  with  or  without  drug  problems, 
and  can  be  useful  to  professionals  outsiae  the  drug  field  as 
well.    Moreover,  the  numanistic  orientation  in  these  two  volumes 
is  as  valid  for  men  as  it  is  for  women,    as  the  values  under- 
lying these  chapters  are  put' into  practice,  it  is  hoped  that 
ootn  men  and  women  will  benefit,    in  that  spirit,  treatment 


program  staff  can  expect  to  find  invaluable  ideas,  and  guide- 
lines to'assist  them  in  their* efforts  to  deliver  more  effective 
seivices  to  women  clients.    A  variety  of  diy-to-day  problems 
faced  by  counselors,  nurses,  and  others  in  treating  women  are 
"scussed  in  detail. 


These  volumes  represent  a  benchmark  collection  concerning  the 
treatment  of  drug  dependent  women%    As  such,  they  should  be 
viewed  as  only  part  of  a  growing  body  of  literature  in  this  area 
and  not  the'total  extent  of  our  concern.    As  %these  suggestions 
are  implemented*  and  sensitivity  to  the  needs  of  women  clients  is 
broadened,  questions  for  further  research,  abe  certain  to  arise 
and  fuither  irrprovements- in  service  delivery  to  clients — both 
women  and  men— will  hopefully  take  place.    Therefore,  i  am 
looking  forward  to  the  wide  dissemination  and  acceptance  of  this 
book.  •    *  t 


Joyce  H.  Lowinson,  M.D. 
Clinical  Professor  of  Psyghiatry 
Director  of  Substance  Abuse  Services 
Albert  Einstein  College  Medicine 


U 
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Preface 


Policymakers ,  -  researchers ,  and  treatment  personnel  have  cotip  t-n 
dependent  women  differ  in  both  kind  and  degree  from  tto£ of 

SL?^'  a  start  £T8JSS%  *. 

SvX  n!T'  fgnxficant  process  has  been  mad^iT  . 
identifying  the  unique  characteristics  of  drug  dependent  women 
and  m  evaluating  the  effectiveness  of  services  tST 
needs  and  characteristics.  m  ' 

Thus,  a  solid  research         has  been  established,  not  only  in 
specialized  areas  of  concern  such  as  treatment  of  drug  dependent 
pregnant  wanen  and  their  offspring,  but  also  in  more  tyoic^T  aS 
Perhaps  more  insidious  problem  areas.    Ohese  include  services  to 
drug  dependent  women  with  overwhelming  personal  problems  and 
medical  complications .    often  these  wanen  are  coping  alone  and 
struggling  for  self-respect  and  an  opportunity  to  gain  control 
over  ^heir  lives. 


A  wealth  of  knowledge  about  drug  dependent  wanen  now  exists,  and 
treatment  methods  and  approaches  have  been  tested  and  found  to 
be  effective/  Yet,  practitioners  in  the  field  have  no  central 
source  of  all  this  information  and  do  not  generally  get  the 
information  in  a  format  that  is  easily  accessible.    This  volume 
is  intended  to  help  fill  this  gap. 

The  purpose  of  Jbhis  book,  then;  is  to  provide  new  knowledge  about 
drug  dependent  women  ir  a  practical  format  so  that  it  'can "be  more 
easily  applied  in  the  field.    The  book  is  organized  in  a  series  of 
•how-to-do- it  chapters  which  describe  how  to  provide  basic  services 
to  women  clients  based  on  the  knowledge  accumulated. 

The  terms  "drug  dependent"  and  "chemically  dependent"  are, used 
interchangeably  in  this  book,  reflecting  the  fact  that  multiple 
drug  use  patterns  '(including  combined  or  sequential-use  of 
alcohol  and  drugs)  have  become  more  prevalent  than  chey  were 
in  the  past., 
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Intervention  Strategies  for 
Drug  Dependent  Women: 
An  Introduction 


Beth  Glover  Reed,  Ph.D. 


The  purpose  of  this  two-volume'  book  is  to  highlight  and  integrate 
current  knowledge^*bou,t  drug  dependent  women,  with  a  focus  on  the 
services  they  need  and  how  to  deliver  them.    As  a  result  of  in- 
vestments ^de  in  research  and  clinical  practice  during  the  past 
decade,  a  wealth  of  information  is  now  available  regarding  the 
patterns^ of  drug  and  alcohol. use  andxabuse  among  women  and  the 
characteristics,  problems,  and  needs  for  service  among  those  who 
become  chemically  dependent.**  Alsc,  other  research  on  women  has 
produced  knowledge  ,of  direct  relevance,  to  the  treatment  of  drug 
dependent  women.    Keeping  up  with  this  knowledge  is  difficult, 
however,. .and  research  results  have  not  been  readily  available  to 
the  direct  providers  of  service  to  women  in  chemical  dependency 
treatment  programs.    Thus;  the  chapters  in  this,  oook  have  been 
developed  to  compile  and  integrate  available  knowledge  on  women, 
drug  dependency,  and  related  areas;  establish  standards  about 
services  chemically  dependent  women  need;  and  provide  useful  how- 
to-do-i^t  information  to  help  counselors  and  treatment  programs 
deliver*new  or, improved  services  for  women  clients. 

A  major  assumption  underlying  this  book  is  that  issues  of  drug 
dependency  in  women  cannot  be  addressed  without  an  understanding 
of  the  fundamental  role  that  gender  plays  in  defining  the 
following: 

•  Individual  identity,  coping  style,  and  skills; 

•  The  structure  of  a  person's  life  cycle  and  the  nature 
of  life  experience,  including  tne  psychological,  social, 
and  cultural  realities  one  faces;  and 


•    The  opportunities  and  resources  available. 

While  large  areas  of  overlap  and  similarities  exist  "between  women 
and  men,  they  also  car  be  described  as  living  in  fundamentally 
different  cultures.    Society  holds  different  expectations  ai^out 
appropriate  male  and  female  roles  and  related  behaviors,  and 
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offers  different  opportunities  to  women  than  to  men.    The  sexes 
are  socialized  differently,  and  thus  often  grow  up  wxth  different 
world-views,  interaction  styles,  ways  of  seeking  pleasure  and 
managing  pain,  skills,  and  problem  areas. 

Some  theorists  have  described  women's  and  men's  roles  and  be- 
haviors as  complementary  and  arising  from  a  division  of  labor 
necessary  to  maintain  a  family  within  society  (e.g.,  Bales  and 
Slater  1955;  Parsons  and  Bales  1955),    Others  (e.g.,  Lewis  1976) 
ar^ue  that  the  notion  of  men  and  women's  being  "opposites"  is 
simplistic  and  *that  aspects  of  both  masculine  and  feminine  stereo- 
types and  gender  role  socialization  are  limiting  and  even  crippling 
in  their  extremes.    Genc.r  role  socialization  leaves  members  of 
both  genders  with  areas  of  undeveloped  potential  and  conflicts, 
limits  choices  for  both  men  and  women,  and  results  in  men  and 
women's  being  dependent  on  each  other  in  ways  that  are  potentially 
destructive  for  each. 

Women  and  men,  of  course,  differ  biologically  and  some  of  these 
differences  influence  the  vrays  drugs  affect  their* bodiest  Many 
assumed  physical  and  biologically  aetermined  psyche log teal  dif- 
ferences, however ,  have  been  shown  to  be  myths  and  others  vary 
fronv  situation  to  situation  (Maccoby  and  Jacklir.  1974).    In  fact, 
researchers  are  increasingly  challenging  the  idea  that  masculinity 
and  femininity  are  polar  opposftes;  instead,  they  have  developed 
the  concept  of  androgeny  (from  the  Greek  words  andro  meaning"  male 
and  gyn  meaning  female]  to  suggest  a  flexible  integration,  in  a 
single  person,  of  characteristics  usually  associated  exclusively 
with  women  or  men  (Bern  1974;  Kaplan  and  Bean  1976).     Persons  who 
are  most  adaptable  are  those  who  have  developed  and  can  use  the 
positive  attributes  associated  with  both" masculine  and  feminine 
stereotypes.  ,        '  ' 

.As  descried  more  fully  later  in  this  .chapter ,  the  service  needs 
and  characteristics  of  drug  dependent  women  are  similar  in  many 
ways  to  those  of  women  who  do  no£  become  chemically  dependent. 
Counselors  need  to  provide  services  to  vjomen  that  are  sensitive 
to  common  differences  between  women  and  men  but  not  based  on 
stereotypes  and  untested  assumptions  which  can  perpetuate  inef- 
fective coping  patterns.    To  do  this,  counselors  must  acquire  some 
knowledge  of  the  ways  in  which  women's  and  men's  social  status, 
roles,  and  socialization  diffe*-  and  the  treatment  implications  of 
these  differences.    They  must  recognize  strengths  and  potentials 
women  are  likely  to  bring. to  treatment  and  know  how  to  build  on 
these'.    Counselors  also  must  help  women  clients  develop  abilities 
and  capacities  that  have  lieer.  limited  through  past  experience  and 
gender  role  socialization,  and  establish  more  adaptive  ways  of 
managing  life  situations  that  have  caused  conflict  and  stress. 
They  may  need  to  work  to  create  more  options  for  women  in  their 
community.    Creating  new  support  systems  and  opportunities  that 
will  help  women*  find  more  self-affirming  wavs  &f  viewing  them- 
selves will  also  be  important.  1 


In  fact,  both  research  and  clinical  experience  suggest  the 
following.  • 


•  Chemically  dependent  women  need  most  of  the  same  basic 
services  that  men  do,  but  some  services  are  even  more 
important  for  women  (e.g.,  women  have  different  medical 
problems  and  mar.j  have  less  developed  vocational  identi- 
ties and  skills  than  men). 

♦ 

•  The  foci  and  style  of  services  to  women  should: 

1.  Be  sensitive  to  the  fact  that  many  drug  dependent 
women  suffer  from  low  self-esteem,  depression, 
anxiety,  feelings  of  isolation,  and  detachment 
(e.g..  confrontation  and  self-confession  mode^  of 
therapy  are  likely  to  increase  self-blame  in  women 
and  make  problems  with  low  self-estsem  and  cjepres-  #4 
sion  worse) ; 

2.  Take  into  account  and  build  on  women's  strengths., 
9        which  are  usually  different  from  men's  (e.g., 

•  expressive  and  relationship  skills); 

3.  Help  women  work  on  developing  capabilities  and 
skills  limited  by  women's  gender  role  socialization 
(e.g. ,  assertiveness) ;  and 

4.  Be  compatible  with  women's  styles  of  expressing 
themselves',  thinking,  and  relating  to  others. 

•  Women  are  also  likely  to  need  services  that  programs  > 
usually  do  not  provide  for  men  clients,  e.g.,  women  are 
generally  more  responsible  for  and  concerned  about  their 
children;  they  have  different  survival  needs;  they  are 
more  likely  to  have  been  battered  or  assaulted;  and  they 
are  often  more  socially  isolated  or  involved  in  intimate 
relationships  with  men  who  are  also  drug  dependent. 

•  Chemical  1*;  dependent  women  nefcd.much  more  contact*  ar.  i 
interaction  with  other  women,  as  service  providers  a.  d 
with  other  clients  and  "straight"  women,  a.n  order  to. 

*1.    DeveloD  support  networks; 

2.    Work  together  on  problems  common  among  women;  and 

"3.    Through  sharing  and  skill-building  activities, 
minimize  the  self-blame  and  dependent ^prioi  nations 
that  are  often  barriers  to  the  development  of  confi- 
dence and  well-being. 

Despite  all  the  knowledge  gained  about  women  and  drug  dependency 
over  t^he  past  10  years,  evidence  suggests  that  treatment  programs 
have  been  slow  to  incorporate  changes  needed  to  provide  effective 
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services  to  women,    m  chemical  dependency  programs,  as  in  other 
types  of  human  services,  providers  either  have  not  taken  into  ac- 
count some  of  the  fundamental  ways  in  which  women's  lives  and  op- 
portunities differ  from  those  of  men,  or  have  assumed  differences 
based  on  stereotyped  ideas  about  the  appropriate  roles  and  be- 
havior of  women.    Education  and  training  programs  in  the  health, 
behavioral,  and  social  sciences  are  only  beginning  to  incorporate 
the  new  knowledge  about  women  and  gender  arising  from  research  and 
the  new  scholarship  on  women.    Many  counselors  have  developed 
styles,  methods,  and  techniques  from  their  own  experiences  or 
through  staff  training  activities  and  supervision,  thus  perpetu- 
ating current  practices  and  ways  of  thinking.  ' 

Many  treatment  models  have  evolved  as  a  result  of  trial  and  error, 
usually  outside,  and  often  in  spite  oC,  the  mainstream  of  other 
health,  mental  health,  and  social  services,    staff  of  these  serv- 
ice agencies  often  perceive  alcoholics  and  drug  addicts  as  un- 
motivated, difficult,  and  undesirable  clients.    Drug  abuse  and 
alcoholism  frequently  were  considered  as  male  problems,  and  treat- 
,  ment  models  have'feeen  designed  primarily  for  and  by  men.  Treat- 
ment ideologies  have  considered  drug  dependency  to  be  either  a 
moral  lapse,  a  problem  in  character. development,  or  a  medical 
problem.     Until  recently,  self-help  groups  also  have  been  largely 
designed  for  and  coordinated  by  men. 

Although  both  the  National  Institute  on  Drug  Abuse  (MI DA)  and  the  ' 
National  Institute  on  Alcohol  Abuse  and  Alcoholism  (NIAAA)  have 
developed  materials  and  training  packages  on  the  needs  of  women 
(National  Institute  on  Drug  Abuse  1979;  National  Institute  on 
Alcohol  Abuse  and  Alcholism  1979b) ,  few  services  sensitive  to  the 
needs  of  drug  dependent  women  are  now  available.    A  study  done 
for  the  U.S.  Office  for  Civil  Rights  on  the  extent  of  sex  discrim- 
ination m  health  and  human  development  services  (Naierman  et  al. 
1979)  found  that  drug  and  alcohol  services  were  generally  the  most 
lacking  in  •  . 

% 

•    Their  availaba^lity  tq  women;  * 


•  Offering  the  types'  and  quality  of  support  services 
P              needed  by  women;  and  ^ 

•  The  adequacy  of  their  referral  and  followup  procedures 
for  women .  ,  • 

A  national  study  conducted  in  1980  found  that  only  a  small  per- 
centage of  drug  treatment  programs  can  provide  the'  special  treat-  " 
ment  services  needed  by  women  (Beschner  and  Thompson  1981).    The  J 
availability,  scope,  and  quality  of  services' generally  available 
fo^  alcoholic  women  ar.e  similarly  I  mited  (Honulle*  1977; 

National  Institute  on  Alcohol  Abus     md  Alcoholism  1979b).  * 

*     .         ~  "      '         \  „ 

The  reasons  'for  these  continuing  limitations  have  not  been  well 
documented,  [but  probably  are  related  to: 
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Insufficient  financial* and  staff  resources  to  establish 
the  full  range  of  services  needed; 


•  Inadequate  knowledge  about  women; 

•  A  scarcity  of  well-targeted  training  materials; 

•  The  inability  to  plan  and  implement  the  required 
services;  and  -¥ 

•  Lack  of  interest  in  or  commitment  to  the  delivery  of 
comprehensive 'services  for  women. 

The  chapters  in  this  book  were  developed  to  address  some  of  these 
barriers,  to  establish  more  effective  and  useful  services  for 
chemically  dependent  vomen,  and  to  facilitate  the  implementation 
of  these  services.    Of .course,  how-to-do-it  manuals  cannot  change 
a  fundamental  lack  of  commitment,  but  they  aji  address  the  otther 
four  barriers  to  change  to  seme  degree.    Programs  and  administra- 
tors should  be  more  willing  to  adapt  their  programs  to  serve  women 
better  if  they  are  convinced  there  is  a  need  and  have  some  idea 
about  the  services  necessary,  how  to  deliver  them,  and  where  to 
get  resources.    Specifically,  this  book's  goals  are: 

•  To  highlight  the  pervasive  ways  in  which  genaer  influences 

the  range  and  types  of  services  needed ; 
'\  •  » 

•  To  summarize  what  is  known  about  drug  dependence  in  women," 
emphasizing  treatment  and  other  service  needs  and  useful 
modes  of  service  delivery; 

•  To  outline  ihe  range  and  types  of  services  needed  to 
intervene  effectively  with  chemically  dependent  women,  . 
and  to  establish  standards  for    v.ese  s^  ices; 

•t   To  provide  practical  suggestions,  guidelines,  si.ep-by- 
step  descriptions  of  procedures,  strategies,  and  helpful 
tools  so  that*  each  chapter  is,  in  part,  a  "how- to-do-it" 
guide;  and 

> 

•  To  include  sections  on  recommended  procedures  and  mate- 
rials for  staff  training  and  supervision,  ways  to  inter- 
face with  and  use  existing'conununity  programs  and  serv- 
ices, and  methods  of  creating  alternatives  from,  or  making 
more  creative  use  of,  already  available  resources. 


USE  OF  THESE  CHAPTERS 

In  these  times  of  decreasing  financial  and  staff  resources,  pro- 
grams that  do  want  to  expand  and  improve  services  to  women  will* 
need  £o  be  creative  in  securing  resources  (e.g.,  materials,  volun- 
teers, exchange  arrangements  with  other  programs),  in  tending  to 
their  ~>wn  survival,  and  in  minimizing  staff  burnout  without 
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sacrificing  flexible  and  comprehensive  programing/  These  chapters 
should  be  helpful  in  that  process  by  stimulating  existing  staff  to 
tnink  about,  plan,  and  implement  services  needed  by  women,  use  ap- 
proaches sensitive  to  women,  and  consider  how  new  resources  can  be 
obtained  relatively  inexpensively. 

Although  thes*  two  volumes  are  intended  primarily  to  be  resource 
materials  for  persons  who  provide  direct  services  to  drug  depend- 
ent women,  those  concerned  about  policy  formulation  should  find 
many  of  the  chapters  useful.    Planners,  managers,  and  other  de- 
cisionmakers can  use  materials  in  the  chapters  to  help  in  develop- 
ing standards  and  allocating  resources  for  future  services,  since 
the  information  is  *?ased  oh  research  findings,  much  of  it  has  im- 
plications for  future  research. 

Since  nany,  perhaps  most,  of  the  issues  faced  by  chemically  de-  ' 
pendent  women  are  similar  to  those  that  othe*  women  face,  many 
oftapters  will  be  useful  in  human  service  settings*  not  directly 
concerned  with  drug  dependency.    Educators  and  trainers  of  persons 
preparing  to  work  with  women  in  various  human  service  settings 
will  find  them  useful  as  well*.  ' 

Each  chapter* can  be  used  as  a  resource  gui3e:  * 

•  To  help  programs  establish  a  new  service; 

•  To  provide  guidelines  for  existing  services;  or 

•  To  serve  as  a  resource  in  ongoing  work. 

Some  of  the  chapters  are  long,  with  detailed  how-to-do-it  guides 
and  resource  sections.    The  reader  may  wish  to  skim  these  sections 
to  locate  specific  how-to-do-it  information  that  can  be  useful  in 
current  work* 


DEVELOPMENT  OF  THE  BOOK 

First,  persons  knowledgeable  in  a  particular  area  were  identified 
from  their  previous  publications  or  recommendations  by  others  in 
the  field.    Criteria  used  to  select  authors  included:     (},)  sensi- 
tivity to  women1 s  issues;  (2)  knowledge  about  treatment  and  re- 
lated services  (usually  with  direct  treatment  experience);  (3) 
ability  to  interpret  and  use  research  findings?  and  (4)  skill  in 
translating  all  of  the  above  into  a  practical,  how-to-clo-it  style 
First  drafts  were  reviewed  by  the  editors  and,  where  appropriate, 
by  other  technical  reviewers,    in  some  cases,  second  and  third 
drafts  were  written  based  on  information  provided  by  persons  with 
particular  knowledge  or  skills  that  would  augment  the  original 
work*    Each  chapter  was  written  as  a  self-contained  unit,  although 
cross-references  are  given  as  appropriate.    Wherever  possible,"  the 
results  of  research-demonstration  projects,  research  studies,  and 
documented  clinical  experience- have  been  integrated.    Each  chapter 
is  designed  to  be  an  example  of  research  utilization  (i.ew  making 
practical  use  of  available  data)  and  tihe  ways  research  results  can 
be  used  to  inform  and  enhance  service  delivery. 
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Drag  dependency  or  chemical  dependency  is  defined  broadly  to  in- 
clude compulsive  or  destructive  use  of  many  types  of  psychoactive 
substances,  including  heroin,  prescription  drugs,  over-the-counter 
(OTC)  drugs,  and  alcohol.    Since  less  is  known  about »women  who  are 
dependent  on  prescription  and  OTC  drugs,  the  bulk  of  the  available 
research  data  and  clinical  experience  comes  from  women  who* use 
heroin  or  arlcohol.    This  book  is  based  largely  on  work  done  in  the 
drug  treatment  field,  however.    Although  some  data  and  examples  of 
alcoholic  women  have  been  included  and  some  of  the  authors  have 
extensive  experience  with  women  who  are  dependent  primarily  on 
alcohol,  knowledge  from  the  alcohol  field  is  not  integrated  into 
every  chapter. 

Actually,  dichotomizing  substance  abuse  among  men  and  women  into 
two  categories — drugs  and  alcc!»ol — has  become  increasingly  diffi- 
cult.   Women  who  use/abuse  different  chemicals  share  many  charac- 
teristics with  each  other  and  with  women  who  are  not  drug  depend- 
ent.   Differences  among  them  are  as  much  related  to  age,  ethnicity, 
race,  class,  or  lifestyle  as  they  are  to  the  specific  chemical  they 
chose.    And,  of  course,  many  women  use  multiple  drugs  (in  combina- 
tion or  sequentially);  distinguishing  one  chemical  substance  as  a 
primary  drug  is  often  difficult.    The  authors  have  tried  to  be  ex- 
plicit when  data,  an  issue,  or  intervention  being  presented  con- 
cerns primarily  one  particular  chemical,  e.g.,  heroin  addiction. 

The  term  gender,  lather  than  sex,  is  used  deliberately  to  include 
the  sociocultural  as  well  as  the  biological  meanings  associated 
with  "female"  and  "male"  m  this  society.    Although  the  focus  of 
the  chapters  is  explicitly  on  women,  much  of  the  information 
should  be  useful  also  for  working  with  men. 


WOMEN'S  LIVES,  DRUG  DEPENDENCY, 
AND  TREATMENT  IMPLICATIONS 

Many  problems  and  issues  that  treatment  of  drug  dependent  women 
must  address  a*re  related  more  to  their  being  women  than  to  their 
chemical  dependency.    This  understanding  has  guided  the  develop- 
ment of  the  book  and  provided  the  rationale  for  the  selection  of 
particular  topics  and  intervention  strategies.     In  this  section, 
data  on  chemically  dependent  women  are  compared  with  available 
knowledge  of  women's  situations  and  circumstances  irr  general. 
Treatment  managers  and  counselors  who  understand  these  relation- 
ships will  be  more  able  to  apply  the  various  intervention  strat- 
egies described  and  can  incorporate  and  adapt  much  of  the  new 
knowledge  and  treatment  approaches  being  developed  for  women  in 
other  fields  ir\to  their  own  work. 

Economically,  "drug  dependent  women  reflect  the  situation  of  women 
relative  to  men  within  the  general  society,  although  this  vjries 
somewhat  depending  on  the  drug  involved  and  the  socioeconomic 
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.      class  of  the  individual. Compared  with  chemically  dependent  men 

Tl-lJ?  dePSndent  WOmen  have  l0w«  incomes>  «•  "i  Sende"; 
on  sociaf  services,  have  less  evidence  of  a  work-delated  identity ' 

wolld'^^bt:1"^^'01 1688  VCCatl0"al  P-P^oT^ 
T^us    XSwT  m°re  economicaHy  self-supporting.  . 

Thus    vocational  preparation  and  rehabilitation  programs  are  likely 

addressefin    ^  l^T^  *  "eatment  Pr^-  f°r  ^ 

addressed  in  chapter  8  of  this  volume. 

in  addition,  a  laige  majority  of  drug  dependent  women  have  and 
many  are  concerned  about  and  remain  responsible  for  the  welfare 
of  their  children,  which  also  limits  their ^abilities  to  be  wholly 

*?       haVe  S°Cial  and  s"PP-tive  contacts.  Treat- 
ment programs  need  to  be  concerned  about  helping  chemically  depend- 
ent women  with  their  parenting  skills,  and  with  making  arran~s 
for  the  care- of  their  children  so  that  mothers  are  able  to  parfic- 
llln  thistreTent-  /  nUmbef  °f  Chapters  ln  these  b-ks^10Paarnd1C   •  . 
parent  ^  "  the  second)  address  childcare  oK 

parenting  issues.    As  will  become  apparent,  attention  to  childcare 

the"  ItlT      5  trainin9  alS°  C%n  h6lP  d6Vel°P  the  trust  in 

the  program,  increase  her  sel#-esteem,  strengthen  her  famiW,  arid 
decrease  the  problems  her  childre>may  have  in  the  futur^ 

df"'  d|Pendent  women  are  relatively  isolated  socially  Elther 
they  withdraw  from  contacts  with  people  they  have' been  close  to  or 

1  in  sinnaHir0"^  ******  *  and  friends  than  men  are" 

in  similar  circumstances.    Chemically  dependent  women,  as  compared 
with  men,  are  more  likely  to  be  alone,  or  to  be  with  partner^  wnT 
are.also  chemically  dependent  and  may  be  ambivalent  about  their 
recovering  from  their  dependency.    Because  of  their  socialization 
to  nurture  and  serve  other*,  women- are  usually  responsive  to  and 
concerned  about  the  reactions  of  others  to  their  behavior  As 
corned  notes  in  chapter  2  of  this  Volume,  drug  dependent  women  may 
aCrr„r^Letent!Urbed  although  the  data  here 

Women's  family  roles  and  interpersonal  orientation  mean  that 
family-oriented  interventions  may  be  particularly  useful.  Family 
therapy  approaches  can  help  a  woman  separate  from,  estabiish^ore 
fSv  of'  r6lationshiPs  with'  and  understand  the  effects  of  "r 
l^lV    ^TgXn'  and  °an  h6lp  her  devel°P  ra°re  Productive  pat- 
'  volume?  sP°use/Pattner  and/or  children  (see  chapter  9,  this 

There  is  considerable  evidence  that  women's  and  men's  roles  ar-e 

Weit^e  -O'NeUl    97?r  "V?  a"d  Hal1  1976<"  Me<*«  and  , 

llniJl      ,      ,         K     M6n  S  c°nt"butions  are  more  valued  than 
prestil    \°1  7  monetarilv'  but  also  in  terms  of  status  and 
prestige.    A  large  proportion  of  the  characteristics  associated 
with  masculinity  also  are  considered  more  "healthy"  in  several 

i970)eS  fiSL^ST6' tYPeS  °f  Clinicians  (e.g.,yBroverman  e  al. 
1970)      Those  with  lower  status  often  internalize  feelings  that 

esteemr  ''alUe'  1CSS  **«  about  themselves  (lower  self-  , 

esteem),  and  orient  themselves  toward  those  who  have  more  power 
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Thus,  they  devalue  themselves  and  others  like  themselves.  They 
•have  lower  expectations  for  their  lives,  and  tend  to  be  more  con- 
cerned about  surviving^and  minimizing  their  discomfort,  than  about 
getting  ahead.    In  fact,  the  literature  is  very  consistent  in 
finding  chat  women  express  lower  levels  of  self-esteem  and  higher 
levels  of  anxiety  .and  depression  than  men  across  all  social  classes 
(Cloward  and  Piven  1979;  Gomberg  and  Franks  1979;  Guttentag  et  al. 
1980;  Lewis  1976). 

Drug  dependent  women  have  been  found  to  have  lower  levels  of  self- 
esteem  and  higher  levels  of  depression  and  anxiety  than  drug  de- 
pendent men,  and  than  women  who  are  not  drug  dependent.  (There 
is,  however,  some  indication  that  their  scores  ar,e  not  much  dif- 
ferent frojuthose  of  women  with  other  forms  of  deviant  labels 
(Kandel  1*81). ]    Thus,  the  chemical  dependency  serves  to  reduce 
self-esteem  and  ^increase  depression  and  anxiety  for  both  men  and 
women  but  does  not  change  the  pattern  between  them.  Depression, 
anxiety,  and  low  self-esteem  can  be  immobilizing  and  must  be  ad- 
dressed within  treatment  for  most  chemically  dependent  women. 

"Learned  helplessness,"  resulting  from  physical  and  emotiona** 
assault  and  extreme  feelings  of  power lessness,  is  also  character- 
istic of  many  drug  dependent  women.  ,  This  condition  is  found  more 
often  in  women  than  in  men,  especially  those  who  have  low  levels 
of  self-esteem  and/or  high  levels  of  depression  (Seligma*n  1974; 
Walker  1979).    A  woman  feels  unable  to  change  her  situation  and 
sees  no  alternatives  other  than* her  current  circumsjg&nces.  In 
animals,  these  behaviors  can  be  developed  by  negatively  rein- 
forcing the  animal  no  matter  what  it  does  to  try  to  escape  or 
control  its  situation.     In  a  remarkably  short  period  of  time, 
animals  stop  trying  and  will  even  die  rather  than  struggle  for 
their  lives.    The  animal  learns  to  be  helpless  quickly;  unlearning 
these  patterns  takes'  st,ep-by-step  learning  about  how  to  be  less* 
helpless,  with  a  great  ma,ny  successes  and  relapses  bef or  j  the 
animal  appears  to  Yy;  at  all  willing  to  take  any  initiative  in  its 
situation.    Chemically  dependent  women  with  patterns  of  learned 
helplessness  will  need  repeated  success  experiences  and  will  have 
to  learn  to  think  more  positively  about  themselves  and  their 
capabilities.    They  need  experiences  within  and/ outside  of  the 
treatment  program  which  will  be  empowering.    These  include  de- 
veloping (1)  useful  skills  thct  will  enable  them  to  survive  with- 
out using  drugs,   (2)  more  rewarding  relationships,  (3)  economic 
self-sufficiency,  and  (4)  pride  in  who  they  are  and  what  th\3y  can 
accomplish. 

Empowerment  counseling  strategies  and  their  rationale  will  be 
discussed  more  completely  in  the  introduction  to  volume  2.  The 
women-oriented  services  presented  in  chapters  ?  through  6  in 
volume  2  explicitly  present  ways  that  women  can  be  helped  to  de- 
velop more  confidence,  relationships,  and  the  skills  to  help  them 
feel  (and  be)  more  powerful  and  independent.    This  is  a  theme  that 
runs  through  most  chapters,  however,  especially  chapter  4  in  this 
volume  on  counseling. 
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In  general,  societal  expectations  about  acceptable  behavior  in 
adult  women  are  more  limited  than  those  for  men,  especially  in 
relation  to  sexual  activities  and  asserttlveness.    Expression  of 
anger  or  aggression  is  considered  "unfeminine"  and  is  discouraged 
so  many  women  not  only  have  few  skills  in  asserting  themselves  but 
also  may  have  considerable  conflict  and  guilt  about  evenAfeeling 
angry.    This  contributes  substantially  to  feelings  of  powerless- 
ness  and  helplessness.    Many  Orug  dependency  programs  have  de- 
veloped assertiven?ss  training  programs  for  women  clients,  to 
help  them  accept  their  needs  as  valid,  express  effectively  their 
angry  feelings,,  and  le*rn  the  behaviors  necessary  to  actively 
seek  ways  to  meet  their  needs.    Learning  to  be  more  assertive 
also  increases  self-esteem  and  makes  it  less  likely  that  a  woman 
-will  be  victimized  *y  those  around  her.    Survival  skills  training 
programs  allow  women  to  have  a  series  of  success  experiences  and  , 
provide  them  with  important  cools  to  become  and  feel  more  inde- 
pendent and  powerful.    They  may  also  be  necessary  if  a  woman  is 
to  become  more  economically  self-sufficient.    Chapters  describing 
assertiveness  training  and  survival  skill  .training  are  included  in 
volume  2.  g 

Many  chemically  dependent  women  fsel  that  thty  have  few  options 
other  than  to  endure  and  continue  -with  their  responsibilities 
Cloward  and  Piven  U979)  propose  that  this  is  a  common  coping 
pattern  for  women.    They  suggest  that  it  is  difficult  for  a  woman 
to  see  other  options  if  she  believes  that  her  situation  is  bio- 
logically determined.    Educations}  programs  oriented  to  help  women 
gain  a  better  understanding  of  their  roles  and  circumstances 
.   (e.g.,  identifying  myths  and  emphasizing  women's  potential  and 
not  their  biological  limitations)  can  be  useful  in  promoting  less 
restrictive  views  about  what  is  "appropriate  feminine  behavior." 
Several  chapters  in  volume  2  contain  resource  material  that  can 
oe  used  m  such  education  programs. 

Cloward  and  Piven  (.979)  also  feel  that  women  accept  their  limited 
fl    circumstances  because  their  homemaker  and  family  roles  prevent  them 
from  having  enough  contact  with  other  women.    By  being  isolated 
these  women  cannot  fully  understand  the  relationship  between  the 
situations  they  face  and  broader  patterns  within  society.    As  a 
result,  there^is  a  tendency  to  blame  themselves  for  situations  ' 
they  cannot  control  (Deaux  and  Emswiller  1974;  Frieze  et  al  in 
press-),  and  the>  fail  to  recognize  that  many  of  the  problems  they  * 
face  *re  problem*  for  all  women.    Activities  with  other  women  can 
help  reduce  their  social  isolation  and  provide  opportunity  to 
recbgnize  and  work  together  on  their  common  circumstances.  Sev- 
eral chapters  in  volume  2  describe  how  to  run  all-women  activities 
and  groups.  ^ 

'  *  t 

Further,  many  chemicals  seem  to  affect  women's  bodies  more  quickly 
and  more  destructively  than  they  do  men's.    Moreover,  women's  re- 
productive systems  are  more  complex.    Chapters  6  and  7  in  this 
volume  emphasize  medical  and  health  services. 


Wonen  are  less  likely  than  men  to  try  to  deny  their 'problems. 
They  cope  by  seeking -help— from  family,  friends,  and  particularly 
from  medical,  mental  health,  and  religious  professionals  and 
clinics.    Women  are  the  primary  consumers  of  health  care  for  .both 
themselves  and  their  families.    They  tend  to  define  their  feelings 
of  dis-ease  as  health  problems  and  take  bo^h  physical  and  more 
global  problems  to  their  doctors/  Often,  or<course,  they  are 
.given  medication  for  their  "symptoms,"    Women,  in  fact,  are  more 
riikely  than  men  to  perceive  their  use  of  chemicals  as  r.  way  of 
coping  *and  often  cite  particular? distressing  incidents  or  prob- 
lems they  define  as  health-related-  thai  began  their  slide  into 
drug  dependency,    Programs •  U*at  have  comprehensive  health  services 
or  worK  with  women  on  act;iy&ies  that  promote  health-related  ac- 
tivities are  likely  to  attract  chemically  dependent  women  and  help 
them  develop  health  behaviors  incompatible  with  a  dependency  on 
drugs.    The  health  promotion  chapter  in  volume  2  describes  seme 
ways  to  plan  and  organize'healtJv-related  activities  for  women. 

Finally,  as  with  other  groups  of  women,  drug  dependent  women  are 
much  less  involved  with  the  criminal  justice  system  than  drug  de- 
pendent  men.    Many  do  have  legal  problems  but  they  are  usually 
less  extensive  than  those^of  liten  in  comparable  .circumstances. 
Many  of  them  involve  civil  matters  and  child  custody.    Thus,  legal 
counseling  and  advocacy  for  women  clients  may  involve  different  • 
emphases  and  strategies  than  similar  work  with  men  (see  the  legal' 
counseling  chapter  in  volume  2) . 

MFttHENCES  AMONG  DRUG 
DEPENDENT  WOMEN 

Generalizing  about  all  drug  dependent  women  (and  men)  obscures  im- 
portant differences  that  have  profound  'implications  for  treatment 
planning,  styles  of  service  delivery,  and  the  cottnselor-client  re- 
lationship.   These  differences  include  age,  race,  class,  ethnicity, 
lifestyle,  and  time  in  history.    Authors  have  attempted  to  high- 
light the  likely  range  of  client  styles  and  needs  by  providing 
many  exai^ples.    Obviously,  all  women  will  not  fit  the  modal  pat- 
terns described,  so  it  is  important  to  keep  in  mind  some  of*  the 
ways  in  which  they  may  differ. 


AGE  *  * 
• 

Age  makes  a  difference  in  a  number  of  ways.    Although  many  simi- 
larities exist  in  the  issues  that  women  and  men  face  at  each  age, 
women's  socialization  and  life  circumstances  are  also  quite  dif- 
ferent than  men's  generally  throughout  th'e  life  course  (Rossi 
1980).    "issues  faced  by  an  adolescent  who  is  trying  to  stop  being 
dependent  on  drugs  are  different  from  those  faced  by  a  woman  in 
her  mid-thirties  whose  children  are  moving  into  their  teens,  and 
whose  husband  has  just  left  her.    Drug  use  that  begins  to  inter- 
fere with  one's  life  and  active  coping  during  adolescence  will 
have  different  effects  than  will  problematic  drug  use  that  occurs 
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later  in  life,  since  many  experiences  and  skills  important  for 
being  an  effective  adult  are 'acquired  during  adolescence. 

Program  staff  working  with  adolescent  women  will  find  that  dealing 
with  drug  use  and  being  sensitive  to  gender  issues  are  only  part 
^of  th*ir  responsibilities.    Understanding  adolescence  and  the  spe- 
cial issues  and  problems  faced  by  young  women  during  adolescence 
is  equally  important  (Konopka  1976).    A  young  woman's  peer  groups 
are  smaller  than  those  of  her  male  counterpart,  and  she  may  have 
more  difficulties  in  developing  an  autonomous  identity.  Emerging 
sexuality  raises  different  issues  for  girls  than "for  boys,  even 
if  there  is  no  history  of  assault  or  incest.    The  young  woman 
often  feels  that  making  a  place  for  herself  in  the  world  involves 
finding  a  n^.le  partner  and  bearing  children,    struggle*  for  a  sep- 
arate identity  may  come  later,  often  afteiwshe  is  responsible  for 
children  and  inadequately  prepared  to  support  herself  in  the  eco- 
nomic marketplace,    issues  of  her  appearance  and  a  sense  of  fading 
social  value  as  she  ages  (given  society's  youthful  and  often  narrow 
standards  of  female  beauty),  the  likelihood  of  having  a  lower  in- 
come than  men  do,  and  the  relative  certainty  of  leading  a  longer 
life  than  men  will  all  raise  different  issues  for  a  woman  ^s  she 
grows  older. 

Counselors  will  need  to  be  sensitive  to  the* life  tasks  faced  by 
their  clients  at  each  age,  how. these  differ  for  women  and  men, 
and  how  coping  skills  or  life  tasks  at  each  stage  may  have  been 
disrupted  by  a  woman's  drug  dependency.    Effective  treatment  may  1 
depend  n^t  only  on  being  sensitive  to  the  life  issues  faced  at  a 
client's  current  age,  but  also  on  helping  her  catch  up  in  those 
areas  that  her  drug  Use  may  have  disrupted.'    Several  recent  books 
are  available  that  outline  some  of  the  key  issues  for  women  at 
different  life  stages  (Konopka  1976;  Rubin  1979;  Scarf  1980; 
Sheeny  1977).  - 

Counselors  of  lesbians  also  need  to  unuerstand  that  much  of  the 
research  and  literature  on  life  cycle  issues  for  women  assumes  a 
heterosexual  orientation.     tSee  "Treatment  Strategies  for  Drug 
Dependent  Lesbian  Clients"  in  volume  2.)    The  woman  who  is  not 
moving  toward  an  eventual  partnership  with  a  man  may  feel  espe- 
cially isolated  and  "different"  during  adolescence.    The  sequence 
of  developing  her  own  .identity  and  seeking  autonomy  and  ,intimacy 
may  be  quite  different  from  that  experienced  by  many  heterosexual 
women.    The  timing  of  her  recognition  and  acceptance  of  her  les7 
'bianism  will  influence  the  life  choices  she  has  made  or  will 
make. 


PACE/ETHNIClTY/Suf&LTUR£ /SOCIOECONOMIC  CLASS 

Other  ways  in  which  women  will  diffei  from  each  othc  -  are  in  their 
ethnic  and  racial  characteristics,  and  their  socioeconomic  class. 
Cultural  norms  regarding  appropriate  gender  behaviors  differ  by 
social  class  and  across  ethnic  and  racial  groups.    The  data  avail- 
able about  racial  and  ethnic  differences  among  drug  dependent 


women  make  it ^ clear  that  many  different  types  of  women  become 
chemically  dependent  and  face  very  different  life  circumstances* 
and  opportunities.    They  probably  also  have  different  world  views, 
all  of  which  need  to  be  understood  as  part  of  treatment  planning 
and  the  counseling  process. 

In  addition  to  baing  sensitive  to  issues  involved  in  cross-cultural 
counseling  and  in  working  with  the  effects  of  racism  and  oppression, 
a  counselor  should  know  something  about  the  roles  and  expectations 
for  women  within  a  particular  class  or  ethnic  group.    Again,  ex- 
amples of  different  types  of  women  are  used  in  most  chapters,  but 
the  reader  is  urged  also  to  explore  some  ot  the  resource  materials 
available  for  counselors  about  being  sensitive  to  racial,  class,  ^> 
and  minority  issues  in  counseling*  (e.g. ,  Logai.  1981;  Marsella  andv 
Pedersen  1981;  Sotomayor  1976;  Waltz  1978).    While  these  sources 
rarely  address  gender  issues  directly,  other  resources  ape  avail- 
able which  will  allow  the  counselor  to  undex stand  more  fully  how 
women's  lives,  strengths,  problems,  and  expectations  for  themselves 
and  others  may  vary  depending  on  their  backgrounds  (e.g.,  Coles  and 
Coles  1978,  3  980;  Hinman  and  Bolton  1980;  Ladner  1971;  Lerner 
1973;  Melville  1980;  Rubin  1976). 

Miny  minority  women,  for  instance,  have  always  k^own  they,  must'be 
prepared  to  support  themselves  or  contribute  to  their  family's 
support.    They  have  never  felt  they  had  the  opt.  on  of  not  working, 
or  had  the  dependency  training  that  many  women  experience  wfio  grow 
up  expecting  marriage  and    *ing  "taken  care  of"  economically  by  a 
man.    Although  minority  women  still  ma>  settle  for  less  than  they 
need  to  and  require  help  with  planning  and  acquiring  needed 'skills , 
many  will  have  had  numerous  role  models  ol  women  who  suirvived^ 
without  a  *1ifen  and  supported  their  families.  , 

In  many  subcultures,  women  are  also  more  comfortable  in  expressing 
a'nger  and  being  assertive  and  will  not  have  the  deq  ee  of  conflict 
in  this  area  that  others  may  have.    Assertiver.ess  training  may 
thus  be  less  relevant  fc*r  some  groups  of  women.    The  issues  faced 
by  a  counselor  working  with  a  wc<»an  from  a  nrddle  class  famil/ 
with  some  college  education  who  is  depressed  about  her  marriage 
will  differ  from  these  confronted  by  a  woman  with  a  loth-grade" 
education  who'has  always  lived  in  the  inner  city. 

DRUGS  OF  CHOICE 

Like  men,  women  choose  the  drugs  they  use  for  a  variety  of  reasons. 
Although  more  women  report  using  drugs  _o  cope  with  life  while  men 
say  they  use  drugs  more  for  socia?.  reasons  or  pleasure  (e.g., 
Horn  and  Wanberg  1973;  Ryan  1980;  Schuckit  and  Morrissey  1976), 
many  women  also  begin  drug  use  in  search  of  pleasure  or  because 
their  men  or  their  friends  are  using  them.     Issues  of  legality, 
price,  availability,  and  acceptability  among  one's  peers  are  also 
important.    A  type  or  class  of  drugs  may  be  cnosen  because  of  * 
its  particular  effects.    A  counselor  must  understand  why  drugs 
were  5iirst  used  and  what  purposes  they  came  to  serve  in  the  lives 
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of  women  clients.    Different  drugs  have  different  effects  on  the 
body  and  require  specialized  knowledge  to  assess  the  amount  of  . 
use,  and  detoxification  and  withdxawal  protocols.    Users  of  multi- 
pie  drugs  present  different  issues  in  treatment  from  those  with  a 
dependency  on  one  particular  drug.    Counselors  of  women  maintained 
on  methadone  also  require  some  special  knowledge. 

Especially  programs  with  staff  who  are  women-identified  may  find 
that  staff  members  don't  pay  enough  attention  to  the  various  is- 
sues related  to  the  drugs  used  and  their  effects.    They  may  over- 
^dentify^with  women  clients',  and  establish  unrealistic  expecta- 
tions by  not  recognizing  ways  in  whict)  women  with  different  back-^f 
grounds  and  life  experiences  differ  from  themselves.    Authors  havf* 
tried  to  note  situations  in  which  this  is  likely,  but  did  not  have 
the  resources  to  develop  sections  that  focus  on  particular  drugs 
or  drug  combinations,  their  effects,  and  treatment  implications. 

LIFESTYLE 

This  is-  related  to  all  of  the  above,  and  fs  very  important  to  con- 
sider in  providing  services  for  chemically  dependent  women. 
Women  who  are  "street-wise"  will  preset  somewhat  different  treat- 
ment issues  and  may  be  attracted  to  programs  with  different  styles  ' 
than  will  women  who  are  more  invested  in  "straight"  lifestyles 
These  two  groups  will  have  different  value  systems  on  several  im- 
portant dimensions,  and  their  socigl  networks  will  differ,  as  will 
the  ways  they  interact  with  othersT^ress,  and  so  forth.  Women 
from  dissimilar  lifestyles  can  learn  much  from  each  other  in 
treatment,  but  only  if  each  woman's  lifestyle  is  respected. 

Qf  particular  concern  m  this  area,  for  women,  are  those  who  have 
been  involved  in  prostitution,  either  to  support  themselves  or 
their  habit,  or  as  a  lifestyle  before  or  after  their  chemical  de- 
pendency.   Evidence  exists  that  these  women  face  particular  ob- 
stacles to  treatment. *  They  are  oft«M  stigmatized  by  other  clients, 
may  suffer  from  particularly  low  levels  of  self-esteem  and  high 
levels  of  depression,  may  have  a  history  of  being  exploited  and 
find  it  difficult  to  maintain  meaningful  relationships,  etc. 
(Baizerman  et  A.  1979;  James  1978,  1980).    They  may  also  bring 
multiple  legal  problems  into  treatment,  and  have  a  hard  time  de- 
veloping an  alternative  career  in  the  "straight"  world.    Only  pro- 
grams that  are  sensitive  to  these  issues  and  work  to  decrease  the 
stigma  and  develop  support  systems  and  feelings  of  self-worth  are 
likely  to  have  some  success  with  women  who  have  be*>n  prostitutes. 


ORGANIZATION  OF  THIS  VOLUME 

Chapter  2,  written  by  Patricia  Sutker,  reviews  some  of  the  perti- 
nent literature,  research  data,  and  findings  on  women  and  drugs. 
Its  intent  is  to  provide  a  framework  and  context  fAr  later  chap- 
ters, highlighting  findinas  that  are  most  relevant 'for  treatment 
planning.    The  review  focuses  primarily  on  current  knowledge  aijout 
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licit  and  illicit  drug  use  patterns  of  women,  the  characteristics 
of  these  women,  and  implications  for  treatment. 

In. chapter  3,  Paddy  Codk,  Christopher  D'Ananda,  and  Elaine 
Benciavengo  outline  the  components  of  a  comprehensive  intake 
process*,    Tfcey  describe  the  steps  in  intajce,  various  methods  of 
completing  an  intake  assessment,  and  the  appropriate  atmosphere 
and  procedures  for  working  with  women  experiencing  o  crisis,  and 
'  withdrawal  from  drugs.    The  authors  specify  the  typos  of  informa- 
tion that  should  be  collected,  highlighting  areas  likely  to  be 
important  for  women,  and  describe  how  to  assimilate  this  knowledge 
into  a  preliminary  treatment  plan.    They  stress  that  accurate  and 
thorough  assessment  of  a  woman's  needs  and  circumstances  is  the 
first  step  in  delivering,  competent  and  effective  services. 

Iir chapter  4, x  Landry  Wildw:nd  ancl  Susan  Sams*on  outline  the  five 
roles  of  counselors  who- work  with  chemically  dependent  women. 
They  describe  the  needs  of  women  coning  into  treatment  (primarily 
for  heroin  addiction)  and  suggest  ways  that  the  counselor*  can  co- 
ordinate services  and  keep  abreast  of  information  about  clients. 
The  authors  explain  how  to  conduct  an  in-depth  assessment  and  de- 
velop both  short-  and  long-term  treatment  plans.    They  then  de- 
scribe the  various  forms  of  resistance 'to  change  in  drug  dependent 
women  and  ways  counselors  can  deal  with  each.    Throughout/  the 
'authors  stress  the  difficulties  involved  in  counseling  women  who 
have  multiple  problems  and  describe  ways  that  both  the  counselor 
and  the  program  can  develop  support  systems  to  provide  effective 
services  while  limiting  staff  burnout  and  disillusionment. 

Chapter  5  deals'  with  developing  community  Unkages.    Judith  Kovach 
describes  how  a  program  can  decide  which ^^rvices  should  be  de- 
livered directly  ty.tha  program  and  whicfeervices  the  program 
should  obtain  from  outside  resources,    she  outlines  the  range  of 
services  chemically  dependent  women  are -likely  to  need  and  ways 
the  program  can  identify  community  resources  that  can  provide  such 
services.    Most  programs  vi 11  not  have  the  resources  to'meet  all 
the  needs  of  women  who  seek  services  from  them,  especially  as  money  * 
becomes  scarce;    Moreover,  although  a  counselor  may  wish  to  en- 
courage dependency  orr  the  treatment  program  in  the  early  stages  of 
treatment,  the  more  relationships  can  be  developed,  between  clients 
and  appropriate  service  providers  in  the  community,  the  more 
likely  clients  will  make  smooth  transitions  from  treatment  into 
independent  living  within  the  community.    The  author  discusses 
how  a  program  can  develop  community  linkages  at  the  program  lev^l 
and  describes  different  models  a  program  can  use  to  coordinaw*  and 
monitor  the  referrals  they  make.    The  chapter  also  addresses  is- 
sues in  building  relationships  with  other  agencies  and  the  types 
of  training  that  may  be  necessary  to  help  staff  of  other  agencies 
increase  cheir  sensitivity  4:o  and  acceptance  of  chemically  depend- 
ent wocen. 

Chapters  6  and  7  are  concerned  with  health  and  medical  issues,  a 
very  crucial  area  of  services  to  drug  dependent  women.    Many  come 
into  treatment;  because  of  medical  concerns.    Not  pnly  do  women 


have  more,  and  some  different,  health  problems  than  men,  but  in 
typical  treatment  programs  for  chemical  dependency,  they  are 
likely  to  receive  less  thorough  diagnostic  assessments  medically 
at  intake  (largely  because  many  programs  do  not  routinely  do 
gynecological  exams)  ,and  less  complete  medical  services  over  the 
course  of  treatment. 

/ 

Mf>st  drug  and  alcohol  programs  cannot  afori  to  provlckucompre- 
hensive  medical  services.    Each  program,  however,  has  an  obliga- 
tion to  make  sure  that  all. clients  obtain  thorough  health  exams, 
and  that  their  health  problems  and  needs  are  included  in  treat- 
ment planning.     In  chapter  6,  Josette  Mondanaro  describes  how  a 
program  can  develop  comprehensive  health  services  using  existing 
program  resources.    She  outlines  the^itealth  needs  of  most  women 
clients,  and  describes  ways  a  program  can  address  these  needs. 
Dr.  Mondanaro  describes  women's  reproductive  and  health  needs  in 
chapter  7.     Meeting  these  needs  can  affect  a  womaVs  overall 
health* and  result  in  long-term  preventative  effects  as  well. 

*     '  / 
In  chapter  8,  Robert  J-skeep  describes  some  of  the  vocational 
needs  of  drug  dependent  women  and  the  issues  a  program  m^ist  ad- 
drtfip  in  establishing  an  effective  vocational  rehabilitation  com- 
ponent.   Contrary  to  beliefs  and  practices  in  some  programs*,  many 
chemically  dependent  women  are  very  invested  yi  finding  jobs;  for 
many,  being  able  to* earn  an  independent  income  will  be  directly 
related  to  successful  rehabilitation.    Moreover,  most  of  these 
women  are  dependent  on  piJalic  assistance  o*.  others  for  support  if 
they  cannot  work,  and  many  are  responsible  for  the  welfare  of 
children.    The  author  describes  the  steps  involved  in  developing 
rehabilitation  services,  ways  to  obtain  the  ln/ormato.on  and  neces- 
sary resources,  and  special  issues  that  women  face  in  seekinci  em- 
ployment.   He  also  discusses  ways  a  counselor  can  work  vith  a 
woman  to  prepare  her  for  interviews  and  support  her  job-seeking 
efforts  and  adjustments  on  the  job. 

Based  on  evidence  that  family  therapy  approaches  are  useful  with 
drug  dependent  persons  and  their  families,  Bennet  Wolper  and  2ona 
Scheiner  describe  w  chapter  9  what  family  therap^is  and  how 
several  approaches  differ  in  the\r  deflations  of  the  family,  with 
whom  they  work,  and  how  they  work.    The  authors  describe  several 
family  situations  and  i  ays  these  situations  might  be  understood 
from  «  systems  perspective.    Throe  major  theories  (mtergenera- 
tional,  strategic  ^cr^vncations,  and  s^ruotural)  are  presented, 
and  two  others  (multiple  family  group  therapy  and  ecological  net- 
working approac.   s)  that  are  likely  to  be  especially  relevant  for 
some  types  of  women  are  considered  also.    The  authors  describe 
how  various  family  therapists  vew  drug  dependency  in  women,  alert 
the  readers  to  particular  issues  in  family  therapy  when  a  woman  is 
the  symptom  bearer  for  the  family,  and  describe  various  interven- 
tion approaches.    The  chapter  should  provide  readers  with  an 
understanding  of  which*  model  might  bet  fit  their  styles  and  cli- 
ents' needs.     Some  tool.s  are  ir eluded  that 'can  be  used  immediately 
to  help  with  assessment  and  intervention  planning. 
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Finally,  tWb  chapters  deal  with  the  chemically  dependent  woman  and 
her  children.  "  In  chapter  10,  Margaret  Blasinsky  discusses  a 
jwocian's  need  for  childcare  and  how  a  program  can  help  her  locate 
appropriate  childcare  services,  assess  the  quality  of  the  child-* 
care  available,  and  ^ork  with  the  woman  about  childcare . concerns . 
Many  drug  dependent  wonen  are  not  able  to  participate  in  treatment 
without  the  availability  of  childcare  services.    In  chapter  11, 
Nina  Lief  describes  a  parenting  training  program  for  parents  of 
young  children  age  3  and  under.     She  outlines  the  principles  on 
which  the  program  is  based  and  how  it  can  be  organized  and  imple- 
mented.   Since  many  drug  dependent  women  are  invested  in  their 
children  and  in  being  good  mothers,  .services  to  children  ao&  at- 
tention to  parenting  will  j>uild  on  this  motivation  and  raise  self- 
esteem.    Dr.  I^ef  presents  preliminary  evidence  that,  with  support 
and  training,  man>  chemically  dependent  women  can  provide  compe- 
tent parenting,  and,  in  the  process,  benefit  themselves. 


VOLUME.  2 

Volume  2  continues  many  of  the  themes  begun  in  this  volume,  and 
contains  a  cluster  of  chapters  thich  focus  on  the  issues,  skills, 
and  strateoies  necessary  to  help  drug  dependent  women: 

•  Cain  confidence,  self-esteem,  *nd  feelings  of  power; 

•  Develop  the  skill  areas  that  are  needed  for  survival  but 
ere  often  .stunted  by  women's  gender  role  socializatior 
(e.g.,  assertiveness,  financial  management); 

•  Address  issues  shown  to  be  of  particular  importance  in 
treatment  of  drug  dependency , in  women  (e.g.,  promotion 
of  health,  sexuality,  body  and  self-image,  histories  of 
sexual  assault  and  victimization); 

•  Work  together  with  other  women  on  common  issues  .and  ; 
problems  (using  all-women  group  activities);  and 

•  Express  and  learn  to  value  their  feelings,  ideas,  and 
aspirations,  and  develop  plans  based  on  these. 

In  addition,  one  chapter  discusses  how  a  program  can  work' with 
those  who  interact  with  and  care  about  a  drug  dependent  woman  to 
motivate  her  to  seek  treatment.    Another  describes  the  legal  is- 
sues faced  by  chemically  dependent  women  ar»d  how  counselors  can 
provide  legal  counsel xng .     Some  chapters  describe  how  to  work  with 
special  populations  of  women  (e.g.,  drug  dependent  lesbians)  and 
others  continue  to  address  special  needs  and  programs  for  the  drug 
dependent  woman  and  her  child.     One  chapter  is  directed  to  men 
counselurs--point ing^out  the  sensitive  issues  that  men  are  likely 
to  face  in  counseling  women  clients  and  suggesting  methods  of  ac- 
quiring the  self-ur dtrstandipg,  knowledge,  and  skill  needed. 
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ISSUES  NOT  ADDRESSED  AS  SEPARATE 
CHAPTERS  W  OTHER  VOLUME 


Several  topics  important  for  comprehensive  programing  for  chemi- 
cally dependent  women  have  not  been  addressed  directly  m  these 
chapters.    Although  prevention  of  drug  dependency  Us  not  dis- 
cussed in  a  separate  chapter,  implications  for  prevention  will  be 
apparent  in  many  of  the  chapters.    Moreover,  several  of  the^chap- 
ters  relate  directly  to  prevention  programing  (in  volume  1,  voca- 
tional rehabilitation— chapter  8,  and  parenting  training— chap- 
ter 11;  and  in  volume  2,  health  promotion,  women's  groups,  sur- 
vival skills,  assertiveness  trainfhg,  and  sexuality^training) . 

Another  area  is  pregnancy  and  the  complex  issues  involved  in  neo- 
natal addiction— diagnosing  an<3  treating  the  pre-  and  postnatal 
needs  of  the  woman  who  is  both  pregnant  and  drug  dependent  and 
the  child  who  may  be  bom  addicted.    This  omission  occurred  par- 
tially because  other  resources  are  available  in  this  area  (e.g., 
Fmnegan  [1979]  and  the  burgeoning  literature  on  the  fetal  alcohol 
syndrome  [FAS)),  and  little  information  is  now  available  on  manag- 
ing pregnancy  and  neonatal  withdrawal  from  drugs  other  than  opiates. 
The  other  reason  is  that  for  years  the  literature  on  chemical  de- 
pendency has  paid  attention  to  a  woman's  problems  only  when  she 
was  pregnant,  as  if  she  is  important  only  when  she  is  bearing^ 
child.    The  editors  of  this  book  wished  to  emphasize  that  womel? 
are  important  m  their  own  right,  an<3  not  just  when  they  are 
mothers.    Of  course,  many  are  mothers  and  this  is  an  important 
role,  so  a  number  of  chapters  have  been  included  that  address  the 
needs  of  women  in  relation  to  their  children  ("Childcare  Support 
Services  for  Female  Clients  in  Treatment"  and  "Parenting  *nd  Child 
Ssrvic&5-€or  Drug  Dependent  Women,"  chapters  10  and  11  in  this 
volume,  and  others  in  volume  2). 

A  third  area  not  addressed  as  a  separate  chapter  involves  the 
management  practices  needed  to  develop  and  implement  quality 
services  for.  women,    changing  established  patterns  and  programs 
1Ldiffi°Ult'  esPeciallv  during  times  of  shrinking  resources.  In 
addition,  some  changes  require  a  reorientation  of  program  philos- 
ophy and  approach.    Program  staff  and  management  must  rethink 
long-held  assumptions  about  ooth  gender  and  treatment  for  drug 
dependency,    staff  with  different  knowledge,  skills,  and  orienta- 
tions must  be  integrated  with  those  traditionally  employed  in  drug 
and  alcohol  programs.    Programs  must  interact  with  a  broader  range 
of  other  human  servic-  agencies  and  regulatory  agencies,  change 
is  not  easy,  and  to  be  successful  requires  high  levels  of  sensi- 
tivity, skills,  and  commitment xon  the  part  of  the  administrators, 
staff,  and  clients. 

Women  also  continue  to  be  outnumbered  substantially  by  men  in  most 
drug  and  alcohol  treatment  programs  (National  Institute  on  Alcohol 
Abuse  and  Alcoholism  1979a;  National  Institute  on  Drug  Abuse  1980). 
Members  of  any  subgroup  fin  this  case,  women)  that  represent  a  ' 
small  proportion  of  a  social  system  (in  this  case,  a  treatment 
program)  are  subjected  to  "token"  dynamics,  which  often  leads  to 
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stereotyping  and  more  social  isolation  within  the  program  (Kanter 
1977a,b,c) .    This  dynamic  is  difficult  to  manage  and  can  be  a  sub- 
stantial barrier  to  providing  useful  services  to  women.  Sensitiv- 
ity to  likely  stereotypes  and  accurate  knowledge  about  chemically 
dependent  women  and  how  they  are  similar  to,  and  different  from, 
men  is  especially  important  under  these  circumstances. 


Many  chapters  in  these  volumes  contain  knowledge  that  should  help 
the  program  manager.    One  key  management  concern,  staff  develop- 
ment and  training,  has  been  addressed  in  almost  every  chapter. 
Othef  management  issues  will  also  be  apparent,  e.g.,  developing 
community  linkages  with  different  sets  of  referral  sources  and 
sources  of  services.  ^ 

Finally,  outreach  and  casef inding  activities  for  women  are  im- 
portant for  any  program  to  consider  as  it  assesses  its  services 
for  women.    As  Sutker  notes  in  chapter  2  in  this  volume,  there  is 
continuing  speculation  that  many  drug  dependent  women  who  need 
treatment  are  not  currently  enrolled  in  drug  dependency  treatment 
programs . 

The  Liepman  chapter  in  .olume  2  presents  one  important  approach  to 
outreach.    Many  others  are  possible,  however,  as  counselors  and 
managers  begin  tc  understand  more  about  who  chemically  dependent 
women  are  and  what  they  need.    In  fact,  there  is  increasing  evi- 
dence that  the  addition  of  services  for  women  attracts  women  into 
treatment  for  chemical  dependency  who  would  ciherwise  not  be  there 
(Naierman  et  al.  1979;  National  Institute  on  Alcohol  Abuse  and 
,  Alcoholism  1979;  Reed  and  Leibson  1981;  Schultz  1977).    Thus,  by 
implementing  suggestions  contained  in  various  chapters  in  these 
volumes,  program  staf^  will  interact  with  and  educate  those  in  a 
position  to  identify  and  refer  women  into  treatment  for  drug  de- 
pendency.   Also,  as  services ^ for  women  improve,  women  served  well 
by  a  program  will  bring  others  into  treatment  with  them. 


The  chapters  included  in  these  two  volumes  integrate  research  data, 
clinical  experience,  and  practical  information  and  suggestions  xti 
a  wide  range  of  areas  important  in  the  treatment  of  drug  dependent 
women.    The< chapters  were  developed  to  address  an  ongoing  problem 
within  drug  dependency  treatment  programs — inad^uate  services  for 
women — despite  the  attention  given  to  identifying  the  needs <gf 
drug  dependent  women  and  how  best  to  meet  them  over  the  past  10 
years.    General  use  and  application  of  new  knowledge  and  research 
results  often  is  a  slow  process^  in  all  fields,  at  least  partially 
because  the  knowledge  is  not  packaged  in  ways  easily  understood  by 
those  in  a  position  to  use  it.    Whether  these?  volumes  succeed  in 
conveying  available  knowledge  about  chemically  dependent  women  to 
tljpse  who  must  use  it  (treatment  program  staff)  will  depend  at 
least  partially  on  how  well  the  authors  inspire  readers  to  imple- 
ment some  of  their  ideas  and  suggestions. 
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Implementing  these  chapters  in  programs  across  the  Nation  will, 
take  effort  and  trial  and  error,  to  adapt  knowledge  and  suggestions 
into  a  range  of  different  programs  and  settings.    The  volumes  are 
intended  as  references  for  those  in  a  position  to  implement  some 
of  the  services  described.    It  is  hoped  they  will  be  used  by  those 
who  read  them  so  that  the  next  wave  of  new  information  and  program, 
models  evolve  from  this  use,  and  treatment  programs  become  more 
able  or  willing  to  provide  the  services  women  need  in  effective 
ways .  1 

Readers  are  also  likely  to  find  that  as  they  work  to  develop  better 
services  for  women  they  also  will  develop  better  services  for  all 
clients.    Many  of  the*  problems  drug  dependent  women  and  men  bring 
into  treatment  are  consistent  with  their  socialized  gender  roles, 
but  are  in  many  ways  caricatures  of  traditional  female  and  male 
roles.."    They  consist  of  many  of  the  expected  ,,femlnine,,'  or  "mascu- 
line" behaviors  carried  to  an  extreme  degree.    As  program  staff 
become  more  and  more  aware  of  these  patterns  and  work  to  provide 
their  women  clients  with  less  limiting  alternatives,  assumptions 
about  appropriate  interventions  for  men  may  be  questioned  also. 
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2. 

Pfug  Dependent  Women 

An  Overview  of  the  Literature 


Patricia  B.  Sutker,  Ph.D.  ft  * 

This  book  was  written  at  a  time  of  exciting  discoveries  about 
women,  their  life  changes  and  sexual  cycles,  their  problems  in. 
society,  and  their  unique  needs.    Thi*  growing  interest  in  wom- 
en's issues  has  led  to  examination  of  the  stereotypes  attributed 
to  women  who  misuse  chemical  agents  and  to  increased  awareness  of 
the  complex  nature  of  female  drug  abuse.    During  the  1970s,  nu- 
merous clinical  and  research  studies  were  directed  toward  women  t 
drug  abusers  and  their  problems  and  needs.    Published  articles 
have  addressed. sex-specific  problems  of  women  who  abuse  drugs  and 
provided  direction  for  improved  courses  of  therapy  and  prevention 
strategies .    Kesearchers  have  also  examined  factors  contributing 
to  female  criminal  and'  other  antisocial  behavior  often  associated  . 
with  illicit  drug  use. 

Before  1970  few  serious  attempts  were  made  to  understand  social 
deviance  (including  drug  and  alcohol  abuse)  among  women.  Concern 
and  disdain  were  expressed  toward  women  who  deviated  from  expected 
sex-role  patterns  (Klein  1973).    Alcoholics,  addicts,  and  other 
women  who  deviated  were  typically  viewed  as  more  maladjusted  than 
were  men  with  similar  behavioral  aberrations.    Sometimes  female 
deviants  were  pitied  and  protected  as  /ictims  of  their  own  help- 
lessness and  dependence;  sometimes  they  were  punished  for  having 
strayed  so  ^far  from,  nocietal  expectations. 

Challenging  basic  assumptions  about  women  and  social  deviance, 
PollaJc  (1950)  argued  that  women  were  more  involved  in  criminal 
activities  than  waj  apparent  but  were  less  likely  to  be  detected* 
arrested,  or  convicted  for  illegal  acts.    Inherent  in  this  propo** 
sition  is  the  notion  that  female  criminals  and  social  deviants 
are  no  less  moral  or  immoral  than  men  engaged  in  similar  activi-  ' 
ties.    Rather,  women  have  fewer  opportunities  for  social  deviance 
than  men  do  and  are  less  likely  to  be  detected  and  punished  for 
engaging  in  crminal  activities.    The  extent  to  which  this  line  of 
reasoning  is  mirrored  in  societal  attitudes  and  behavior  is  open 
to  question.    Feminists  demand  that  women  be  regarded  more  objec* 
tively  and -be  "removed  from  the  pedestal,"  so  to  speak,  while  other 
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female  groups  are  equally  adamant  that  to  do  so  would  rob  women 
'of  their  rightful,  protected  position.    For  American  women,  di- 
vided by  factors  of  economics,  values,  and  age,  it  will  not  be 
easy  to  resolve  these  issues  and  determine  their  problematic  im- 
plications for  treatment. 

Although  the  increasing  use  of  drugs  in  American  society  was  rec- 
ognized in  the  1960s,  articles  on  drug  misuse  and  dependence  among 
women  were  slow  to  appear  compared  with  those  written  about  men. 
As  several  social  scientists  observed,  the  special  problems  and 
needs  of  womon  addicts  received  little  attention  until  the  mid- 
1970s  (Eldred  and  Washington  1975;  Maglin  1974;  Waldorf  1973). 
This  absence  of  investigatory  activity  and  knowledge,  in  combina- 
tion with  the  attitudes  describe,  above,  led  to  assumptions  that 
"  women  had  less  need  of  or  were  less  amenable  to  drug  atuse  treat- 
ment than  were  men.    In  part,  lack  of  interest  in  female  drug^ 
abuse  vas  attributed  to  a  predominance  of  male  illicit  drug  users 
and  their  greater  visibility. 

Pointing  to  the  treatment  needs  of  chemically  dependent  women, 
Schultz  (1975)  decried  male-dominated  drug  abuse  treatment  pro-  i 
*    grams,  approaches,  and  institutions  and  argued  that  v  jmen's  needs 
were  either  largely  ignored       misunderstood.     Indeed,  many  arti- 
cles written v in  the  early  1970s  that  described  the  problems  and 
crises  common  to  women  drug  abusers  focused  on  a  lack  of  concern 
for  women  and  even  that  women  were  exploited  in  drug  abuse  treat- 
ment programs.    Davidson  and  Bemko  (197b)  noted  significant 
changes  in  the  content  and  focus  of  published  papers  dealing  with 
drug  abuse  problems  among  women  from  19b6  to  1975.     Early  publi-  - 
cat*  ',ns  contained  little  information  on  the  epidemiology  of  female 
dr  g  use  and  abuse,  comparisons  of  male  and  female  opiate  addicts 

psychosocial  dimensions,  descriptions  of  incarcerated  female 
drug  abusers,  and  problems  related  to  female  reproductive  physi- 
ology and  functioning.    By  1974,  50  percent  of  the  published 
articles  on  women  and  drug  abuse  addressed  specialized  arcae  of 
female  concern,  such  as  mother/infant  interactions,  coping  skills, 
and  treatment  and  vocational  needs. 

The  literature  has  reflected  increasing  sensitivity  to  sex- 
specific  interpersonal  and  biological  problems,  social  changes 
brought  about  by  the  women's  movement,  pressures  everted  ^y  these 
changes,  and  a  growing  awa  ^ness  of  ti.e  extent  and  complexity  of 
drug  abuse  problems  among  various  female  subgroups.    As  evidenced 
by  this  book,  the  use  patterns,  psychosocial  characteristics,  and 
sociomedical  needs  of  women  who  misuse  or  become  dependent  upon 
licit  or  illicit  drugs  have  become  important  targets  for  research 
study/  clinical  speculation,  and  therapeutic  intervention. 

This  chapter  has  three  sections.    The  first  focuses  on  changing  £ 
patterns  of  illicit  and  licit  drug  use,  motivating  factors  for 
drug  use,  and  differences  in  these  patterns  among  men  and  women. 
This  section  presents  information  on  the  ways  that  person  charac- 
teristics such  as  gender,  age,  and  ethnicity,  in  interaction  with 
environmental  variables,  are  -related  to  patterns  of  licit  and 
illiciX  drug  use. 
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The  second  section  examines  research  findings  that  describe  char- 
Mitorf 0f1Cheaica1^  "P«- "*  women-their  ea.iy  sc5al 
S££       ^^^"tstatistics-,  physical  and  psychological  at- 
Si-^    behavior,  interpersonal  relationship!,  and 
responsibility  for  children.    Emphasis  is  given  to  che  ccn^ex 
interplay  of  person  characterises  and  environmental  factors  ' 
that  influence  the  behavior  of  women. 

!?!.!5st  section  focuses  on  treatment  issues, /including  the  spe- 
SAtZZ    Tv,'  needS^and  .c°"°i"ons  faced  by  women  entering 
treatment.    This  cnapter  highlights  and  integr-- tes  some  of  the 
,    findings  which  form  the  basis  for  the  chapters  that  folic  •. 

PATTERNS  OF  DRUG  USE 

A  comprehensive  description  of  the  drug  use  and  abuse  patterns  of 
women  compared  to  those  of  men  is  beyond  the  scope  of  this  chap! 
fcer.    In  general,  the  data  ic  be  summarized  show  that  men  are 
more  involved  with  illicit  drugs,  whereas  women -are  more  likely 
to  use  licit  drugs,  although  some  studies  show  that  the  patterns 
tZ  ~nVer91n9-    generalizing  about  drug  use  patterns  am™  g  women 
however,  can  obscure  differences  that  have  important  treatment  2'- 
Plications.    Although  licit  and  illicit  drug  use  are  often  asso- 
ciated and  may  occur  for  similar  reasons,  societv  hec  historicallv 

ILLICIT  DRUG  USE  PATTERNS 

^t^VfV9"takin9  Practices  were  as  illicit  in  the  United 

States  following  the  passage  of  the  Harrison  Narcotics  Act  In  1914. 
Prior  to  this  legislation,  opiates  could  be  obtained  without  pre- 
scription for  physical  and  psychological  maladies.    Estimates  at 
the  time  the  act  was  passed  indicated  that  twice  as  many  women 
as  men  were  opiate  dependent  (Chein  et  al.  1964;  Terry  and 

of  197°i*    AS  °Piates  came  «nder  legal  censure,  the  popula- 
tion of  regular  usors  took  on  a  different  composition,  and  the 
»  number  of  women  declined  significantly  (Cuske^et  al.  1972)  Re- 
SrT-tefJn     *  cbUS6r  character«tics  and  patterns  published  by 
Cnristenson  and  Swanson  (1974),  Prather  and  Fidell  (19-78),  and 
Suffet  and  Brotman  (1976),  identified  ocher  changes  in  use  pat- 
terns related  to  gender.  p 

In  recent  years,  data  on  illicit  USe  patterns  have  been  derived 
from  a  variety  of  sources,  including  surveys  of  household  re- 
spondents, high  school  students,  clients  in  treatment,  and  prison 
inmates,  and  from  hospital  emetg^y  room  and  health  service  rec- 

U  lL  S°ZiZ°f  d6scribin9  ^ug  abuse  behavior  are  limited 

b>  the  populations  they  represent,  and  countless  abusers  remain 
hidden. 
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According  to  Prather  and  Fidell's  (1978)  review  of  the  literature, 
women's  use  of  heroin,  marihuana,  and  other  psychotropic  drugs 
ha«  been  increasing.    These  researchers  concluded  that  heroin  ad- 
dfttion  has  increased  at  a  faster  rate  for  womena  than  for  men, 
that  in  some  areas  of  the  United  States  women's  uSe  of  marihuana 
is  estimated  to  equal  that  of  men,  and  that^  use  of  psychotropic 
dru<»<?  is  consistently  higher  among  women.     Evidence  suggests  that 
wooen  still  use  significantly  fewer  illicit  drugs,  such^ as  heroin, 
cocaine,  hallucinogens,  inhalants,  marijuana,  and  other  nonmedical 
substances,  than  do  men  (Chambers  and  Brill  1971;  Chambers  and 
Schultz  1971?  Johnston  1968?  Manheimer  et  al.  1969);  however,  the 
rate  at  which  new  cases  of  addiction  are  identified  is  now  greater 
amonc  women  (Chamber^  and  Hunt  1977) Findings  of  the  National 
Survey  on  Drug  Abuse,  a  household  survey  conducted  by  the  Social 
Research  Group,  oeorge  Washington  University,  showed  that  youn 
men,  aged  18  to  25,  are  more  likely  to  be  involved  in  illicit 
drug  use  than  young  women  (Fishburne  and  Cisin  1980) .  Surpris- 
ingly, lifetime  prevalence  differences  in  marijuana  use  were  not 
striking  (61  percent  of  young  women  and  7  5  percent  of  young  men 
reported  having  used  marijuana),    However,  >cjng  men  who  reported 
ma-ijuana  use  were  more  likely  than  young  women  to  be  frequent- 
users  of  the  drug. 

In  an  earlier  national  survey,  Abelson  et  al.   (1977)  reported 
that  much  higher  percentages  of  men  as  compared  with  women 
reported  lifetime  nonmedical  use  of  prescription  sedaftives  (8  per- 
cent vs.  4  percent),  tranquilizers  (7  percent  vs.  3  percent),  and 
stimulants  (11  percent  vs.  6  percent).    The  disparity  among  male 
an4  female  adolescents  (12  to  17  years  of  age)  was*' much  less-  Data 
from  a  national  survey  of  high  school  seniors  (Johnston  et  al. 
1980)  also  showed  little  difference  in  the  percentages  of  young 
male  adolescents  and  females  using  prescription  drugs.  Nonmedical 
"  usq  of  tranquilizers  and  stimulants  was  slightly  greater  for  fe- 
male students,  whereas  males  were  more  likely  to.  use  marijuana, 
cocaine,  hallucinogens,  and  opiates.    Similar  findings  on  adoles- 
cent drua  use  were  reported  by  Paton  and  Kandel  (1978)  and  Black- 
ford (19^7).  .  v 

In  examining  treatment  data  from  the  Client  Oriented  Data  Acqui- 
sition Process  (CODAP* ,  a  national  reporting  system  developed  by 
NIDA  for  all  federally  funded  treatment  unit?,  Rosenthal  et  al. 
(1979)  found  that  the  primary  drug  of  abuse  at  admission  to  drug 
abuse  treatment  differed  by  gender.    A  higher  percentage  of  men 
used  opiates,  an<J  *omen  were  almost  twice  as  likely  to  be  abusers 
of  barbiturates  and  sedative/hypnotics.    More  recent  CODAP  data 
(National  Institute  on  Drug  Abuse  1980a),  however,  indicate  that 
the  differences  in  drug  use  patterns  are  diminishing.    Heroin  was 
the  most  frequently  reported  primary  drug  for  both  women  and  men 
admitted  to  treatment  programs  in  ,1979—38  percent  of  all  women 
clients  and  41  percent  of  males.  J 

Data  from  CODAF  (National  Institute  en  Drug  Abuse  1980a)  also 
sfr,ov  that  the  primary  draq  of  abuse  at  admission  is  related  to 
race  or  ethnicity  and  age\    Among  women  clients,  opiates  accounted 


Son?  °f  black/dffll'ssions,  -65  'percent  of  Hispanic  admis- 

sions, and  35  percent  of  white  admissions.  The  25-  to  29-vear-old 
age  group  had  the  highest  "per.cenJage  of  opiate  admissions  f £  all 

tSlar!vU^ti0nS-    AdmissioAs  for'  tranquilizer  abuse  were  ?*r- 
ticularly  frequent  among  white  women  over-  29  years  old  (19  ir. 
cent).    Research  conducted  by  Sutker  et  al.  (1978)  and  the  work  of 
Kae*t»er  et  al.   (1977)  also  indicated  that  ethnicity  is  sxgoifi- 

tSll  fss!clated  With  specific  Pat'terns  of  illicit  drug  use. 
Blacks  in  treatment  report  use  of  fewer  different  types  of  drugs 
show  preference  foytepressants  over  stimulants,  anfuse  drugTar 
older  ages  than  do/similar  groups  of  whites.    Reed  et  al.  (1980) 

SK^hSS  blaf  "™en  wore  nore  likel*  to  say  the*  ^  h«S" 

only  or  heroin  and  recreational  drugs  such  as  marijuana  and 
cocaine.    White  women,  however/  report  the  use  of  other  opiates 
or  heroin  and  nonopiate  (largely  prescription)  drugs.  * 

Thus,  the  evidence  suggests  that  illicit  drug  abute  patterns  can 

»  ant  "e  in"«enced  by  a  variety  of  environmental 
fhn^w  AUhough  certain  Patterns  can  be  identified  with  reli- 
ability for  a  given  time,  place,  sample,  and  situation,  illicit 

£o?„™  Vary  38  2  functlon  of  person  and  environment 

factors,  including  the  relatively  unalterable  characteristics  of 
gender,  ethnicity  and  age,  ,nd  the  sociocultural  milieu  in  wh'ch 
drugs  are  taken.     In  all  age  groupS(  men  ^  ^  Ukel 

help  at  crisis  centers  for  problems  associated  with  heroin,  Mri. 
juana,  hallucinogen,  and  barbiturate  use.    Women  most  often  seek  ' 
treatment  for  complications  related  to  heroin  and  psychotropic 
(prescription)  drug  use  (Burt  et  al.  1979).    Analysis  of  drug 
abuse  treatment  data  shows  that  male  clients  tend  to  be  more  ' 
evenly  distributed  acroSa  age  brackets,  whereas  women  are  more  - 
Hunt i;97COnCentrated  in  i°»er  and  middle  age  groups  (chafers  and 


LICIT  DRUG  USE  PATTERNS 


Women  exceed  men  in  the  use  of  prescribed  drugs,  a  fact  well  doc- 
umented in  the  literature  (Abelson  et  al.  1977;  Cooperstock  1971- 
Parry  et  al.  1973).    Sampling  a  cross-section  of  households  (in-' 
duding  more  than  2,500  adults),  parry  et  al.  (1973)  found  wide- 
spread medical  and  nonmedical  use  of  prescription  and  over-the- 
counter  (OTC)  agents  among  women  and  men.     Current  prevalence 
rates  for  women  were  more  than  double  those  for  men,  with  seda- 
tives (including  minor  tranquilizers)  and  stimulants  accounting 
for  most  of  the  difference.    Type  of  drug  used,  age,  geographic 
region,  educational  level,  and  socioeconomic  class  were  among  the 
factors  cited  as  related  to  drug-taking  patterns.    Contrary  to 
common  belief,  chronic  ingestion  of  prescription  sedatives  and 
minor  tranquilizers  was  more  prevalent  among  poor  and  less  edu- 
cated women  than  among  middle-income  women. 

Survey  data  also  show  differences  in  licit  drug  use  patterns  as  a 
function  cf  age  and  gender.     For  example,  psychoactive' drug  use 
was  found  to  occur  most  extensively  among  men  in  the  youngest  and 
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oldest  groups,  whereas  women  averaged  14  percent  higher  use  rates 
across  ages.    Other  trends  indicate  that  men  tend  to  use  stimu- 
lants in  their  teens  and  twenties,  minor  tranquilizers  during 
Riddle  age,  and  sedatives  in  the  elderly  years.    Women,  however, 
tend  to  use* all  of  these  drugs  at  greater  rates  than  men  across 
all  age  categories*    The  Drug  Abuse  Warning  Network  (DAWN) ,  a 
Federal  monitoring  system  that  reports  drug-related  admissions 
to  hoipital  emergency  rooms  and  deaths  recorded  by  medical  exam- 
iner's offices,  showed  that  women  have  a  comparatively  high  rate 
of  mentions*  of  tranquilizers  and  nonbarbiturate  sedatives  (Na- 
tional Institute  on  Drug  Abuse  1980b) ,    Women  accounted  for 
72  percent  of  the  emergency  room  (ER)  mentions  and  57  percent  of 
the  medical  examiner  mentions  for  flurazepam  in  1978.  Moreover, 
for  diazepam,  women  accounted  for  65  percent  of  the  ER  mentions 
and  47  percent  of  the  medical  examiner  mentions,  f 

Use  of  sedative/hypnotics  among  women  is  strongly  associated  with  % 
high  rates  of  emergency  room  (ER)  and  medical  examiner  contacts 
as  coopered  with  those*  recorded  for  men  (National  Institute  on 
Drug  Abuse  198 Ob) .    Although  these  figures  do  not  necessarily  de- 
scribe a  homogeneous  population  of ' regular  psychoactive  drug  users, 
they  do  reflect  an  association  between  life-threatening  complica- 
tions and  "nonmedical  use  of  tranquilizers,  nonnarcotic  analgesics, 
barbiturate  and  nonbarbiturate  sedatives,  alcohol,  and  drugs  in 
combination  that  differs  by  gender,  age,  and  ethnicity.  Support- 
ing this  conclusion  are  the  findings  of  Burt  qt  al.  (1979)  which 
,shov  that  considerably  more  ER  contacts  for  psychotherapeutic  drug 
problems  occurred  among  women  than  men  and  that  nearly  twice  as 
many- female  as  male  contacts  with  ER  facilities  Kpre  diagnosed  as 
drug  overdose*    Data  from  the  medical  examiners  collected  in  1979 
as  part  of  the  Drug  Abuse  Warning  Network  (National  Institute  on 
Drug  Abuse  1980b)  showed  that  48  percent  of  all  drug-related 
deaths  occurred  among  women,  mos\.  of  whom  were  over  35  years  old, 

'MOTIVATING  FXCTORS  BY-  DRUG  USE 

In  some  ways,  prescribed  psychoactive  drug  use  and  illicit  drug 
use  are  alike  in  that  they  may  both  serve  comparable  functions 
for  women  at  different  stages  in  the  life  cycle  or  for  different 
social  groups  at  the  same  stage  (Kandel  ct  al,.  1981).    There  have 
been  numerous  attempts  to  isolate  possible  motives  for  initial 
and  sustained  drug  use  and  to  describe  the  extent  to  which  motives 
■ay  vary  as  a  function  of  person  characteristics.    Naditch  (1975) 
identified  self -medication,  curiosity  or  pleasure,  and  peer  pres- 
sure as  primary  motives  for  drug  use  among  predominantly  young, 
white,  male  adults.    Whether  such  motives  are  evenly  distributed 


Drug  mentions  represent  the  sum  of  all  substances,  in  the  aggre- 
gate, that  played  a  part  in  causing  a  person  to  require  treatment 
at  a  hospital  emergency  room  or  to  be  associated  with  his  or  her 
death  as  reported  by  the  medical  examiner. 
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by  ethnic  group  -and  gender  among  drug  abuser  cateaor'ies  r^inc' 
«  area  for  study.    However,  reasons  cited  for  inltStL^aL 
use  have  generally  been  the  sm*  tor  men  an TlJZ,  that  is  for" 
Pleasure,  curiosity,  and  peer  acceptance  (Che^    si     5  I 
SSSKl«'SV"W-     Su**rfetal.  (1978,  found  tnatfatng 
'sSi     ^    drU?  USerU'  neither  9ender  nor  ethnicity  Ts 
Ir^lJSS    V  With  rCaSOn  for  the  fi"t        of  drugs 

or  alcohol,    women  and  n>en  were  just  as  likely  to  seek  out  new  ■ 

'  relrf^9  ^r^s'  groups  scored  high  oTselT- 

report  measures  of  sensatim-seeking  tendencies. 

*»  « 

Recently,  more  attention  has  been  oiverf  V«  _ 

uwi-v  .„  t>een  given1  to  the  strains  and  stre<5<sp<5 

which  women  nay  encounter  associate  _u„.-  stresses 

sure7th!t^riSe  X  n*chanism  to  counteract^  pres- 

c  arise  ana  may,  in  turn,  become  another  source  of  stress. 

Differences  in  the  way  that  males  and  females  obtain  drugs  are 

STlSSm    t0  °f  drU9         m°tiVeS-    Suffet  a9nd  Brot- 

nan  (1976)  suggest  that  gender  differences  orn.r 

being  introduced  to  drug  use.  .  Women  w    e  m^iL  ' fVSTL^ 

each  och^o  ?  drU9S  ^  laen'  Wh6reaS        ««•  £2  t°  Woouce 
each  other  to  drug  .use.    Women  most  often  obtained  psychothera- 
peutic drugs  free  physicians,  whereas  men  usually  purchased  osv  ' 
.  chotherape-.tic  agents  on  the  streets  or  used  alcohcTintteld* 
(Mellinger  et  al.  1971;  Parry  et  al.  1973)      a  ^  „*l 
clients  showed  that  women  are  becoming^^easin"^!  depend" 

dL8^^  °dUtiand  °btfnin9  drU9S'  ln  ^  -"Ponsibiuty  for 
S^'jS^.tT'S  -  ;s"d^"d-t  drug-related  criminal 

forcooinrtr06  ,Chat  the  Ch°iCe  °f  di««ent  substances 

for  coping  is  socially  determined  and  is  different  for  mpn  ,«! 
women  (Kandel  et  al.  1981).    The  more  frequent  a^use  and  misuse 
of  Prescription  drugs  by  women  has  been  linked  to.  feelingfc*  " 
distress  and  illneSS  (chambers  and  Griffy  1975,  Cooperstock  1971- 
Mellinger  et  al.  1978;  Parry  et  al.  1973),  physician  prescrib- 
£M*5 tltl  (C0dPffS'°fk  Fidell  1977,y„esson  and  s"  Jh  - 

1%V  »     the  unavailability  of  treatment  alternatives  (Bergman 
1973,  Mayer  1975,  and  sellers  1978).    Cooperstock  (1971  proved 
that  women  may  be  more  open  in 'expressing  their  emotional  concerns 
and  in  bringing  their  problems  to  the-  attention  of  physician^  * 

Hospital  emergency  room  data  produced  by  DAWN  (National  Institute 
on  Drug  Ahuse  1980b)  show  that  men  an,  women  tend  to  have  differ- 
ent motivation  for  taking  drug  overdoses.    Women  are  far  more 

t£tl  Traa  T  W9  PerCent  VS-  26  Percent)  to  suicide  .t- 

*S6      r6S;  Ben'S  'eaSOns  are  more  eve"ly  dispersed  among 
psychic  effects,  dependence,  and  suicide  attempts  or  gestured 
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Abelson  et  al,  (1973)  found  that  for  "coping,"  men  were  more 
likely  to  use  alcohol  and  women  were  more  likely  to  use  psycho- 
therapeutic agents, 

CHARACTERISTICS  CF  DRUG  DEPENDENT  WOMEN 

Any  attempt  to  characterize  drug  dependent  women  as  a  group  will 
be,  of  necessity,  an  overgeneralization.    Nevertheless,  an  exami- 
nation of  distinct  drug  abuse  problems  amo^  women  as  a  group  is 
necessary  to  understand  general  patterns  and  to  plan  appropriate 
intervention  strategies.    Researchers  and  clinicians  have  at- 
tempted to  describe  isolated  samples  of  chemically  dependent 
women,  e.g.,  heroin  addicts,  sedative/hynotics  users,  alcoholics, 
and  multiple-drug  users.    Conceptually,  much  of  this  work  is  built 
upon  underlying  assumptions  that  chemically  dependent  individuals 
are  both  decidedly  different  from  those  who  do  not  misuse  chemi- 
cals and  basically  deficient  as  persons.    As  i:t  studies  of  crimi- 
nal offenders,  researchers  have  sought  to  identify  negatively 
viewed  personality  characteristics  (often  in  association  with 
childhood  trauma,  poverty,  or  other  crisis)  that  are  assumed  to 
precipitate  and  sustain  socially  nonsanctioned  behaviors-  Al- 
though this  approach  was  often  based  on  judgmental  values  and 
assumptions,  it  constituted  a  beginning  for  research  investigation 
and  clinical  focus.    With  time,  researchers  are  learning  to  resist 
tendencies  to  conceptualize  drug  abuse  as  a  unitary  phenomenon 
prompted  by,  simple  causes  or  maintained  by  unitary  factors. 

As  subgroups  of  chemically  dependent  women  are  studied,  research- 
ers shouldexamine  value  systems,  intuitive  assumptions,  and  re- 
search methodology  to  assure  consideration  of  person  and  environ- 
ment factors  as  wall  as  the  strengths  and  assets  of  drug-abusing 
women  and  men.    As  Nathan  and  Lansky  (1978)  suggest,  the  literature 
supports  the  need  for  a  sophisticated  view  of  chemical  dependence, 
based  on  assessments  of  complex  individual  systems  interacting 
with  personal  history  and  environmental  factors.    Although  some 
degree  of  oversimplification  is  useful,  we  must  continue  to  strive 
to  discover  the  unique  characteristics  specific  to  subgroups  of 
women  and  their  psychosocial  situations. 


EARLY  SOCIAL  HISTORY 

Many  theories  emphasize  the  role  of  childhood  events  and  family 
life  in  tfce  genesis  and  persistence  of  substance  abuse.  Research- 
ers have  cited  family  .illness,*  family  disruption  by  parental  death 
or  separation,  marital  disharmony,  modeling  of* parental  noncon- 
formity, alcohol  and  drug  abuse,  and  high  rates  of  physical  and 
sexual  assault  as  characteristic  of  the  early  family  hi3tory  of 
women  who  abuse  drugs  or  become  alcoholics  {Chambers  et  al.  1970; 
Chein  et  al.  1964;  Raynes  et  al.  1974;  and  Schuckit  and  Morrissey 
1976).    High  incidence  of  childhood  petsonal  trauma  has  been  re- 
ported among  opiate-dependent  women  (Aron  1975;  Benward  and 
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'  SEE^^S:   "°St  FSSearCh  "  this  sub*ect'  Jeweler,  is 
striking  by  th_e  absence  of  any  kind  of  control  group.-    It  is  rare 
to  find  a  control  .grougs  of  comparable  class,  culture    and  envi 
ronment  with  the  drug-abusing  sample.  '  and  envi 

In  what  is  now  considered  a  classic  study,  chein  et  al  (iqa<i> 

sane  geographical-  areas  and  found  significantly  morTproblSs  and 
disturbances    n  families  of  the  addicted  men.    Although  ^study 

^  SEX  f°'.the  rU  nUOb6r  °f  ^ted'wom^n  in- 

SoiToJ  thP         \ff       S  °f  th6Se  v«OBen  aPP*a"d  similar  to 

'     2  different  fi^fS  aen'  and.thUS'  PresUBab1^  they  would  also 
De  different  from  the  average  family  in  the  area.    Data  collected 

2n2  d?£  °rU?  R!S6arCh  Pr°jeCt'  however<  suggested  only 
minor  differences  in  family  background  between  addicted  women 

SS9lSl?rnt  ^  COntr°1S  330,6  ^"P^rea 

fro^Lr^^f^f that  Waaen  ^  abusers  tend  to  come 
from  more  disturbed  families  than  do  male  drug  abusers  (Moise  et 

l^l-    °"e  ^udy  found  that  families  of  addicted  wo^en 
5  5i  ?C  Whit6S'  C°Uld  ^  cha«*terized  by  dif ferenHinds 

JL  ^,fl8t5eSf '  With  b^aCk  WODen  experiencing  less  family 
compatibility  (Waldorf  1973,  .    m  the  case  of  alcoholism^eckman 
(1976)  described  female  alcoholics  as  being  frequently  exposed^ 
Parental  loss  and  emotional  trauma  and  coming  flom  fZiuTs  Tith 

^tiTiTZ^T^5' alcohollc  parents' or  ^  ^ 

INTERPERSONAL  RELATIONS 

£oneW°^  ^diC!*d  t0  °PlateS         TOre  to  cope 

2"  '         ^6y,h!Ve  fewer  soclal  networks  than  either  addicted 
2 L"0"^^  Wlnen-    Waldorf  (1973>  included  that  opiate- 
abusing  women  had  many  more  problems  than  men  in  relating  to 
others.    Tucker  (1979)  reported  that  the  addicted  wemen  in  her 
study  were  less  likely  than  men  to  use  social  strategies  to  cope 
with  unpleasant  emotions.    They  were  more  Hkely  to  Isolate  SE- 
™iTi«f?  drU9S  Wh6n  dePressed-  «hereas  addicted  men  were 

friends  ab°Ut  th6ir  feeUngS  Wlth  Wiv63  "and  *™ 

The  Women's  Drug  Research  Project  (WDR)  found  that  one-third  of 

livinaa^hen  "u  SM,Ple  ^  one-fourth  of  the  white  Ben  were 
living  „ith  women  who  were  not  abusing  drugs;  these  figures  com- 
pare with  15  percent  of  the  black  women  and  only  7  percent  of  the 

Sno    <ll     Tn  T"6  alS°  1001:0  likely  than  addi=ted  women  to  be 
living  with  a  legal  spouse,    studies  have  also  shown  that  addicted 
women  maintain  ties  with  members  of  their  family  or  origin  live 

T^iTn^T. rely  on  thclr  TOthers  for  «^ 
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The  WDR  studies  suggest  that  many  addicted  women  fail  to  use 
available  community  agencies  and  resources  (Reed  and  Leibson 
1981)  and  rarely  seek  professional  services  prior  to  entry  into 
drug  treatment.    Reed  and  Moise  (1979)  concluded  that  addicted 
women,  even  more  than  other  women  and  addicted  men,  have  learned 
to  value  male  and  devalue  female  roles  and  behaviors.    These  women 
often  feel  that  there  is  a  barrier  between  themselves  and  "normal" 
women  because  of  their  addiction.    Study  findings  indicate  that 
chemically  dependent  women  are  less  comfortable  with  members  of 
their  own  sex  than  are  nonaddicted  women,  and  they  hold  more  tra- 
ditional concepts  of  appropriate  feminine  behavior  (Baldingar  et 
al.  1972;  Colten  1^79;  Miller  et  al .  1973;  and  Wilsnack  1973). 
Addicted  women  tend  to  see  themselves  as  emotionally  stronger  than 
.addicted  men,  yet,  paradoxically,  they  report  needing  men  for  pro- 
tection and  survival  in  society  (Colten  1979;  File  1976). 


CHILDREN  OF  DRUG  DEPENDENT  WO^IEN 

Colten  (1980)  explored  maternal  concerns  among  drug-abusing  women 
by  comparing  groups  of  heroin-addicted  women  in  treatment  with . 
nonaddicted  controls.    Women  addicted  to  opiates  were  found  to 
have  terminated  marriages  and  given  up  their  Children  more  often 
than  nonaddicted  mothers.    Addicted  women,  however,  were  found  to 
want  and  have  children  for  reasons  similar  to  those  of  nonaddicted 
women,  but  they  also  reported  being  less  strict,  less  physically 
punitive,  more  fearful  about  their  children's  futures,  and  less 
sure  of  their  adequacy  as  mothers. 

Statistics  available  on  the  children  of  opiate-abusing  women 
(Eldred  and  Washington  1975;  Gerstein  et  al.  1979;  Reed  and  Moise 
1979;  Suffet  and  Brotman  1976;  Wasnick  et  al.  1980)  show  that  60 
to  70  percent  of  women  entering  drug  treatment  programs  have  chil- 
dren.   Approximately  50  percent  of  the  children  were  living  with 
their  addicted  mothers  at  the  time  of  entry.    Percentages  are 
higher  among  black  women  (70  to  80  percent  have  children;  60  per- 
cent have  children  living  with  them)  and  somewhat  lower  among 
white  women  (50  percent  have  childten;  30  percent  have  children 
living  with  them) .    Researchers  have  noted  that  women  in  treat- 
ment are  far  iiiore  likely  to  have  responsibility  for  dependent 
children  than  do  male  clients  (Eldred  and  Washington  1975;  Reed 
and  Moise  (1979) . 

Sowder  and  Burt  (1980)  reported  that  a  substantial  number  of  the 
children  of  addicted  mothers  in  their  study  were  at  high  risk  for 
child  abuse.    Based  on  clinical  experience,  Densen-Gerber  and 
Rohrs  U973)  contended  that  dependence  on  illicit  drugs  and  pro- 
vision of  adequate  child  care  are  generally  incompatible.  Diffi- 
culties in  parenting  result  in  great  stress  for  drug-dependent 
women  as  well  as  for  their  children  (Lief  1977).    Research  has 
also  raised  questions  about  the  extent  to  which  responsibility 
for  childcare  limits  a  mother's  ability  to  participate  success- 
fully in  treatment. 
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itJE?'  perhapS'  be""se  of  isolation  and  lack  of  support, %d- 
■  JrfSLTT    T  diffic^  c°?^  *"9ir  and  oth«^ons, 

(Sck^l^r    cnfirr381!!9  the8e*eelin9»  to  their  children 
*  ^ZJt  lZl        ,  t  abUSe  h3S  De6n  associated  with  chemically  - 
T!"'  althou9h  U  has  f°«nd  that  the  extent  of  the 

alst  SvrL^°r:ta^(Lief  "77i  RyS"  "        1975)-  "udiel 
also  have  shown  that  children  are  an  important  part  of  the  ad- 
dicted woman's  life^d  are  likely  to^come  mor^ortantls  she 
finds  new  Sources  of  satisfaction  and  increased  self-esteem 
(Colten  1979,  Eldred  et  al.  1974;  Hilstein  et  al.  197i) 

Burtietal.   (1979)  point  to  treatment  data  that  show  thai:  Mahlr 
percentages  of  female  than  male  drug  treatment  ad^L  on  are 

EX  JV  ™  a5e"  -The  ChUdren  °f  addicted  therefore, 
2?L™  ^  y°«ng     in  comparing  children  of  addicted  parents  w°th 

4-u  i      Z .,t         report  that  addicted  women  spent  less  time  with 

£tL£E£r*  C,hUdren  °'f  'ddiCt6d  P"6nts  -re  a"so  ound 

to  experience  more  academic  problems. 


EMPLOYMENT 


£ve  Z       v!^      9  ^reatment  for  o^buse  are  unemployed  and 
have  not  worked  in  the  year  prior  co  treatment.    This  is  usually 
the  situation  regardless  of  whether  the  primary  drug  of  aouse  is 
SSLl  ^  'r'  -"ij-na.  sedatives,  or  amphetamines 
(National  Institute  on  Drug  Abuse  ic  ,a) .    Numerous  investicators 

SLxTT      hi9h  "teS  °f  ™»^>^  ^ng  women  who  anuse 

iJS.)  " prcent  (National institute °n Lse 

^£i^  percent  (Suf fet  and  Brotman  1976) ,  89  percent 

(Eldred  and  Washington  1975,  ,  and  96  percent  (Gloia  a^Byrne 
1975).    These  women  often  have  failed  to  develop  marketable  skills 
•or  experience  outside  the  deviant  subculture,  and  most  have  not 
completed  high  school  education  (e.g..  Driscoll  anHarr "972 

S79T sufferer?  19?5;  Gi°ia         Byrne  1975;  Reed  a"d  Moise 
IV91  I    It    and  BrotJnan  1976>  •    Moreover  consideration  must  be 
given  to  the  high  probability  that  the  woman  addict  will  be  a 
single  parent  with  one  or  more  dependent  children. 

Unemployment  remains  one  of  the  most  difficult  problems  to  re- 
solve, approximately  72  percent  of  che  women  who  terminate  treat- 
ment are  unemployed  (National  Insticute  on  Drug  Abuse  1980a)  it 

197S?  r^*^  £  that  800,6  instigators  (Gioia  and  iyrne  • 

197b;  Levy  and  Doyle  1974)  report  that  drug-abusing  women  cite 

Ct?0T»?tt    09         devel°F,nent  activities  (employment  and  educa- 
tion) as  the. most  important  treatment  services. 

PHYSICAL  AND  MEDICAL  PROBLEMS 

There  is  evidence  that  women  are  physically  ill  more  often  than 
their  male  counterparts  (Roskies  et  al.  1975,  uhlenhuth  et  al. 
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1974;  UhXenhuth  and  Paykel  1973).     Investigators  have  focused  on 
the  physiological  disturbances  that  occur  as  precursors  to,  result 
from,  or  are  associated  with  drug  abuse  and,  concomitant  lifestyle 
patterns.    Physical  and  psychological  complications  tied  to  the 
female  menstrual  cycle  are  described  by  Moos  and  his  collaborators 

(Moos  1968,  1969,  1977;  Moos  and  Leiderman  1978).    Changes  in 
somatic  and  mood  states  have  been  implicated  as  factors  in  the 
etiology  of  alcoholism  and  drug, dependence.    For  example,  Podolsky 

(1963)  and  Belfer  et  al.  (1971)  suggested  that  premenstrual  and 
menstrual  tension  and  depression  may  be  associated  with  heavy 
drinking. 

Some  investigators  have  reported  that  drug-addicted  women  who 
enter  treatment  programs  also  tend  to  have  more  medical  problems 
and  complications  than  do  chemically  dependent  men  (Andersen  1977, 
1980).    One  study  (Tucker  1979)  showed  that  75  percent  of  women 
entering  drug  treatment"  reported  having  health  problems,  compared 
with  41  percent,  in  a  comparison  group  of  nonaddicted  women  and 
58  percent  of  addicted  men.    In  addition,  Andersen  found  that  43 
percent  of  the  women  admitted  into  drug  treatment  had  gynecological 
problems.    Dysmenorrhea  is  particularly  common  among  opiate-abusing 
women,  and  they  are  at  risk  for  gynecological  problems  and  infec- 
tions (Gossop  et  al.  1974;  Santen  et  al.  1975;  Stoffer  1968). 

Female  physical  complications  associated  with  chronic  drug  abuse 
may  also  interfere  with  tcproductive  physiology  and  functioning. 
As  Finnegan  (1979)  noted,  most  women  who  abuse  drugs  are  of  child- 
bearing  age,  and  the  potential  seriousness  of  drug  use  during  preg- 
nancy has  only  recently  been  recognized.    Female  drug  abusers  are 
often  troubled  by  gynecological  complications,  venereal  diseases, 
urinary  tract  and  bladder  infections,  and  menstrual  irregulari- 
ties.   Complications  with  pregnancy^  and  child  delivery  are  also 
associated  with  chronic  use  of  alcohol,  barbiturates,  opiates, 
nonnarcotic  sedatives,  and  tranquilizers  (Apgar  1964;  Athinarayanan 
et  al„  1976;  Bleyer  and  Marshall  1972;  Rementeria  and  Bhatt  1977; 
Sokol  1979).    Densen-Gerber  et  al.  (1972)  pointed  out  that  fre- 
quent sexual  activity,  lax  methods  of  birth  control,  and  unex- 
pected pregnancies  increased  the  risk  of  physical  complications 
and  resultant  problems  among  young  female  drug  abusers. 


PSYCHOLOGICAL  CHARACTERISTICS 


One  of  the  earliest  comparisons  of  psychopathology  between  male 
and  female  drug  abusers  was  conducted  by  Olson  (1964)  who  ex- 
plored responses  on  the  Minnesota  Multiphasic  Personality  Inven- 
tory (MMPI)  in  120  institutionalized  addicts.     In  this  study,  men 
were  hospitalized  for  drug  abuse  problems  and  women  were  incar- 
cerated.   Women  were  found  to  show  significantly  higher  scores  on 
scales  indicating  depression  and  suspiciousness.     Both  groups  were 


composite  profiles  for  each  gender  group  were  remarkably  similar. 
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deviance,  and  the  published 
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More  recently,  Jainchill  and  DeLeon  ngiqi  .     .  .. 

parisons  usi.-.g  a  variety  of  psycSJoaic^  J*  *  Slmilar  com- 

interpreted  to  support  the  nt3       ?        measures.    Data  were 
«how  signs  o   d  E  0     a         "  thf  more  likel*  to 

men  in  a.therapeutL  co^unitv IrL^  °aladjustaient  than  were 
investigation  by  Detect  SiShiS  Tl ^a"9,    F°rther'  30 
peutic  communities  (tc)  «\ZZa  2v  Z      1      0)  across  seven  thera- 
dality  were  SS^iSed^igtr  IZl^T^T™  - 

O^tsT,^ ^eaiaseUr **  "tings 
women  were' charactered  J ^  feSinS  o  FIX/"!*  that 
larly.  Miller  et  al    d<mf  ^   "    reelings  of  self-esteem,  simi- 

■preoccupied  l£  s^h  values  afcL    ^  addicts  were  «ore 

were  men  and  that  thL  ^ossLly  SSSS^  Self"reSpect 
ings  of  dirtiness  and  wortM  .      reflected  ^eir  exaggerated  feel- 

«^g-relatea;ex?erL„crr  L  aS^udaTCnated  With  UfBSt*le  a"d 
Sixteen  Personality  Factor  Questionnaire  (iSpn  L^*"  ^  °"  the 

nave Sted^  KS^t  STT^ 
in  extent  or  type  bf  psychopatholog£     Ber^ns  et  £    Mwff"6  " 
well  as  Weiss  and  Russakoff  (1977)  reported  fhJ        J1974'  as 
personality  character kftr,  it,        reported  that  similarities  in 
ing  than  It ference fit  least  T"  T  far  stri*" 

samples.    Further    comparison  9  h°spitalize°  heroin  addict 

multimodality  tr^tme^rpr'rLrin^    "9-215"86"  Wh°  applied  f°r 
showed  that  women  wer'e  mo^oZ  tLT^  ge°9raphic  lotions 
faults  and  psycho  logical^?!         2         ln  aamittin9  Personal 
Passion  of'-SEl* ? t^h  r^enfr^^  ~ 
said  to  be  more  psychopatholoaica?  ^  rf  /  Sr°UP  COUld  be 

fex  group  than  the'othei Stke flt^l    iSST  1°  ^  """^ 
interrelationships  among  gender    rLe  SlItlllarly.  when 

personality  variLleTwerre^ineT  drU9"Se  Patterns,  and 
14,^4.  :       eb  were  examined  among- chronic  n<?Pr<?  nf  t 

(Sutker  et  al.  1978,  in  press).  from  thoSe  of  *en 

Women  and  men  also  showed  few  di^imi        *.< „ 

may  differ  in  terms  of  their  needs  Jor  ther.n  T  7™ 

~  25  as.tiSKa=ttS£: 
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CRIMINAL  BEHAVIOR  / 

Lifestyle  and  career  patterns  for  maintaining  illicit  drug  abuse 
have  been  studied  extensively  for  male  addicts  (Preble  and  Casey 
1969)  •    Similar  research  has  only  recently  been  undertaken  for 
female  drug  abusers.    According  to  the  literature,  most  women  who 
abuse  illicit  drugs  are  involved  in  illegal  activities  and  have 
been  arrested  at  least  once  (Chambers  et  al.  1970?  DrisccJ.1  and 
Barr  1972?  Inciardi  and  Chambers  1972?  Levy  and  Doyle  1974). 
Studies  show  that  the  most  frequent  criminal  charges  made  against 
drug-abusing  women  are  nonviolent  property  offenses,  followed  by 
drug  dealing  and  prostitution  (File  et  al.  1974?  Inciardi  and 
Chambers  1972;  Sutker  and  Moan  1972).    Given  the  nature  of  these 
types  of  crimes  and  a  general  leniency  with  women,  the  criminal 
justice  system  puts  less  pressure  on  drug-dependent  women  than  on 
addicted  men  to  obtain  drug  treatment  services  (Schuckit  and 
Jtorrissey  1976) .  / 

In  investigating  sex-role  differences  in  criminal  activities  as- 
sociated with  illicit  drug  use,  File  (1976)  concluded  that  shop- 
lifting and  prostitution  were  common  among  women,  whereas  Tien  more 
frequently  relied  on  robbery,  con  games,  and  burglary  to  support 
'  their  drug  use.   Barnes  et  al.  (1979)  studied  relationships  between 
female  criminality  and  drug  use  patterns  among  four- groups:    ad-  ^ 
diets,  prostitute-addicts,  prostitutes,  and  offenders.  Addicted 
women  admitted  that  most  of  their  income  was  derived  from  resell- 
ing drugs  and  from  prostitution,  whereas,  female  offenders  more 
often  reported  income  from  drug  sales,  shoplifting,  and  larceny. 
It  was  concluded  that  female  offenders  of  all  types,  like  their 
male  counterparts,  gravitate  to  criminal  activities  which  are  most 
suited  to  their  skills,  represent  relatively  low  risks,  and  yield 
satisfactory  and  quick  returns.    For  all  groups  studied,  drug  use 
became  an  integral  partW  an  antisocial  lifestyle  and  was  sup- 
ported by  illegally  obtained  funds,. 

Finally,  as  other  investigators  have  pointed  out,  the  roles  and 
activities  of  drug  abusers  are  neither  stable  nor  mutually  exclu- 
sive    Female  criminal  activity  associated  with  drug  abuse  may 
change  as  women  receive  more  career  opportunities  and  assume  new 
roles  and  responsibilities.    This  trend  is  ref  ^ted  in  $ata  re- 
portedly Simon  (1975),  who  found  sharp  increases  in  the  number 
of  women  convicted  for  drug  law  violations  and  forgery  in  Cali- 
fornia and  Ohio. 


TREATMENT  ISSUES 

Women  drug  abusers  have  been  at  a  disadvantage  on  entry  to  treat- 
ment programs.    Staff  and  other  clients  often  view  women  in  drug 
abuse  treatment  more  negatively  than  they  view  men,  and  their  sex- 
specific  social  and  biological  needs  are  often  misunderstood  or  ig 
nored.    Women  are  as  frequently  troubled  by  legal  difficulties  as 
are  their  male  counterparts.    Further,  women  drug  abusers  requii* 
more  assistance  with  childcare,  marital,  and  vocational  problems. 
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Treatment  outcome,  of  course,  will  vary  depending  on  the  charac- 

VV*6  treataent  P^raa,  the  client,  the  therapist 

2£?L?  2er-PeUt.1C,i^erVenti0n'  and  o^her'variJJes  P^n;  of 
£Sk^«™  -aequately  specified  or  quantified.    As  notedly 

SSSeSwc^  MCf  Q978>'  the  natt6r  °f  assessment  of 
treatment  outcoue  and  client  succtfs*  is  coritelex    whethe-  for 

SZVJaT*^'  °r-°ther  ^tienlpopuSxon;." lev rthe  eS  ' 
SeSl^cS^  M~         PMt  deCade  fr°a  research  ««  women  and 

S«    — ^^^^ 

concerns  related  to  vocational,  family,  and  childcare  i^ues°  and 
™S    k  redUr,mlM  in  plannin9  therapeutic  strategies  These 
cUentsT  °bViOUS  ben6fitS  f°r  ■*»  ^  and  female'drug  a£se 

Because  women  drug  abusers^are  potential  or  actual  nothers  th 
medical  problems  have  significance  for  the  progeny  ofsooietf 
c;Ude9^ari979>  n°t8d'  —*  "« n  Wh°  ^use^Sgs'are  in  Xelr  ' 
nS«"?       ?9  yearS*         ^  seriousn«s=  of  drug  use  during  preg- 
£5  ire°trouSwb:C0,!,Ln?  ^  ^iated.    Women  drug  abusers 
*r8.tsw*led  fay  medic»l  problems  and  complications  and  there 

SlL^f  ^""^  initial  Phy8ical  «^inations,  sMsta^ned 
treatment  for  identified  health  problems,  and  counseling  regarding 

low^ve  s8of"Sn  °f  Un^eCted  P^—ieS(and2wo^n"sre 

l^ain.       *    8elf-esteem,  exaggerated  needs  for  feelings  of  be- 

Jo«!f9;nand,nearCh  f°r  feaale  *dentity-  Statistics  from  odyssey 
House,  inc.  (Densen-Gerber  et  al.  1972)  also  indicate  thai  a  sig- 

incest  LHf'T  °f         WCS,en  reSidentS  haVe  been  victims  ? 

k     ^    JthC*  ■f°rms  of  =hild  abuse-    Arguments  that  women  are 
subjected  to  greater  sha»ve  and  alienation  ?han  are  men  follow  from 

Lus^    ^       dPOint'         reSe"fch  re8UltS  Andicate  that  fe^le 
TbT^Ltbil^v^r  °f  fe.elin9S  tf  self-esteem  than  are  males. 
I?!    ?!.        y  WOC,en  shoW  tendencies  tcvard  depres- 

i?tn«:xrr°'' or  8eif-^ati°-  ■»•* * 

Studiec  of  emergency  room  contacts  and  suicide  attempts  show  that 
women  are  ^re  lixely  than  men  to  present  dm,  overuse  prX^s 
In  particular,  women  over  35  years  old  are  at  high  rtek  for  abuse 
of  psychoactive  medications  *nd  intentional  or  unintentional 

«tiU°!LStiwVnSJUtUte  °n  DrU9  AbU8e  1980b)-    Res""h  must 
still  address  whether  depression  and  low  serf-esteem  play  roles 
in  the  etiology  of  chronic  drug  abuse  and  overdose  sequelae 
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With  sweeping  changes  in  societal  norms  for  'sex-specif ic  expecta- 
tions, both  men  and  women  require  assistance  in  dealing  with  their 
concepts  of  self  and  those  aspects  of  self  and  others  that  may  be 
categorized  as  masculine,  feminine,  or  androgynous.    Among  the 
more  practical'  problems  of  survival  for  women  drug  abusers  are 
those  of  educational  achievement  and  vocational  placement.  In 
general,  wome.i  tend  to  be  less  well  employed,  educated,  and  com- 
pensated for  their  work  than  men.    It  is  not  surprising  then  that 
female  drug  abusers  have  experienced  less  success  than  their  male 
counterparts  in  maintaining  employment  *nd  achieving  vocational 
advancement. #  Women  in  society  remain  in  less  advanced  or  status- 
related  jobs*  than  do  men,  and  even  professional  women  tend  to 
receive  lower  salaries  for  the  same  work.    Therefore,  from  a 
therapeutic  standpoint,  it  is  important  for  treatment  specialists 
to  shed  prejudices  against  educational  and  employment  advancement 
tor  women  and  relinquish  other  sex-role  stereotypes  regarding  per- 
sonal and  professional  priorities  for  women.    As  noted  by  Levy  and 
Doyle  (1974,  1975)  women  are  less  likely  to  be  considered  for  vo- 
cational advancement  in  drug  abuse  treatment  programs,  whereas 
career  goals  are  more  seriously  developed  for  male  clients. 

Some  social  scientists  have  speculated  that  women  drug  abusers 
come  from  more  disturbed  family  settings  than  do  men^drug  abusers. 
In  all  probability,  both  men  and  women  who  abuse  drugs  experienced 
similar  childhood  difficultie      n  the  home.    Nevertheless,  the 
heaviest  burden  for  childcare  anu  .earing  still  falls  to  the  , 
mother,  anci  she  must  assume  primary  responsibility  for  nurturing 
her  children.    For  female  drug  abusers,  many  of  whom  were  beaten 
and  sexually  abused  as  children,  childrearing  may  represent  a 
significant  challenge  requiring  extended  training  and  support. 
Similarly,  men  in  drug  abuse  treatment  should  be  helped  to  develop 
satisfying  end  adaptive  intimate  male-female  and  parent-offspring 
interactions.    Santo  (1^77)  suggested  that  the  genesis  and  main- 
tenance of  drug  abuse  behavior  are  intricately  related  to  ongoing 
family  processes.    Although  the  family  interaction  patterns  and 
conditions  that  foster  drug  use  and  dependence  have  not  beer, 
clearly  identified,  there  is  evidence  that  family  therapy  can  be 
a  useful  tool  m  treating  chemically  dependent  men  and  women  (see 
chapter  9,  this  volume).  . 

This  book  will  explore  ways  in  which  women's  concerns  can  be  ad- 
dressed within  therapeutic  frameworks.    Basic  problems  that  require 
attention  include  the  special  biological  and  health  needs  of  women 
abusers,  such  as  disease  prevention  among  women  and  their  poten- 
tial offspring,  unexpected  pregnancies,  inadequate  childcare, 
psychological  patterns  common  among  women,  the  implications  of 
sex-*ole  stereotyping,  conceptions  of  masculinity  and  femininity, 
educational  and  vocational  problems,  and  counseling  and  instruc- 
tion on  family  interactions  and  interpersonal  skills  building. 
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COtCLUSKMl 

^r^6"  bKiefly  suaaarizes  sane  of 'the  facts  about  drug- 
Sr.    9ATSono^Lha^een  Presented  i«  the  scientific  Itera- 
tor..   Although  this  book  will  detail  mechanics  of  service  deUv- 
«ry,  some  suggestions  regarding  treatment  will  be  mentioned  her* 

a^ses0!^1"1  nee<38  °f  feMle  drU9  mult'e  car'fuSy 

assessed  and  appropriately  addressed  across  treatment  molalities 

tiona^T7  K9enCie,S  aVail8ble  f°r  dru*  abusefs- 

*       ?  b6en  unders«ved  ^  «ost  treatment  programs  anT 
someUaes  relegated  to  subservient  roles  in  Oerapeutic  sewings 
Treatment  program  staff  and  clients  have  tended  to  view^  women  otuq 

iTZZl'T0  U9ht  than  th6y  ViW  their^rLnter- 
1^,?:         *    Particular  sex-specific  needs  of  women  freguentlv 

on  female  SurfH"^  °l  Alth°^h  this  booi  focus ? 

JT  9  !bU8erS        ^eir  Uni<Jue  P^ems,  it  does  not  in- 

IZt  T    9n°re         8P6Cial  needS  of  »en-    In<3ee^  it  is  suggested 
Svene™9  f""  *f eataent  Presses  will  achieve  maximum  effec- 
tiveness when  members  of  both  sexes  are  appropriately  considered 

sex™^  ?r^-P,lannin9-  Alth°U9h  ^"^ences'between  the 
sexes  nay  be  identified  in  drug  use  patterns  and  preferences  in 
emotiona    expressions,  or  in  antisocial  pursuits, X"ust  be 
beSJ    .r°Ve  the"Peutic  treatment,  not  to  create  further  gaps 
between  the  sexis  or  to  enhance  stereotypic  mentation. 

Drug  abuse  treatment  experiences*  for  men  and  women  must  evolve  in 

the  a^araTriZed  by  the  abSOnCe  °f  sexisln  a"d  acceptance  of 
sibiSr^  h  and/°men-    Persons  iP  Positions  of  respon- 

sibility must  be  prepared  to  deal  with  the  medical,  social  and 

S£°fqal  Pr°blema  COm°n  t0  ***  ***  -d  female  addicts 
lJ£^n**PW**"*nd  Da<*a*es  ">ust  be  designed  to  avoid  stereo- 
mel  and^T X"  «f /rtivitie-  for  male  and  female  clients?  Both 
counsed1!Tr/^ld  ^  «W»tunittes  for  vocational 

counseling  and  interpersonal  skills  building.    For  example,  resi- 

!  defined  ducies  as  kitchen  assignment.    Both  sexes  ' 
Should  have  opportunities  for  educational  and  vocational  develop- 
ment, ,\e«rn  how  u>  Mnege  childcare  and  parenting  duties,  and 
prepare  for  greater  involvement  in  personal  health  maintenance 
and  sickness  prevention  activities.    m  addition,  women  should 
f*wf£    ,  opP°rtynities  for  group  experiences  to  enhance 
female-female  relationships. 

Treatment  personnel  will  be  most  effective  when  supplied  with  ac- 
curate facts* regarding  the  physiological  and.  socioculturaJL  bases 
*LT  difference*  and  encouraged  toward  unbiased 'accept- 

ance of  both  sexes,    it  therefore  will  benefit  treatment  special- 

ifZrStZlS"^  ^  Plan  f°r  increasin*  numbers  ..  t  female  patients 
in  treatment  programs,  to  assure  unbiased  attention  to  their  spec- 
ified needs,  and  to  encourage  their  assimilation  within  the  treat- 
ment program.  , 
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intake  and  Diagnosis  of 
Drug  pependent  Women 

Paddy  Cook,-  Christopher  Df Amanda,  M.D., 
and  Elaine  Benciavengo 

*  ■■■  * 

Intake,  in  this  chapter,  is  defined  as  the  intervaJ  between  a  pro- 
gram '  s  f  irst  contact  with  a  womajx  applicant. -for.  .drug  abuse-  treats  en  t 
and  the  point  of  mutual  agreement  to  initiate  therapeutic  services 
either  within  the  agency  or  through  referral  to  a  more  appropriate 
setting.  The  activities  that  taxe  place  during  the  intake  process 
may  be  relatively  simple  o>  quice  complex,  but  they  involve  three 
basic,  interrelated  steps: 

1.  Eligibility  screening  to  determine/whether  a  prospective 
client  meets  specified  admission  criteria  such  as  age,  ad- 
diction history,  residential  restrictions,  and  insurance 
coverage; 

2.  Diagnostic  procedures  to  identify ^the  applicant's  problems 
and  resources,  to  assess  what  needs^can  and  should  be  met, 
and  to  recommend  a  suitable  treatment  regimen;  and"'  * 

3.  Programmatic  orientation  and  arrangements  to  explain  treat- 
ment services  and  participation  requirements,  to  insur^* 
confidentiality  safeguards,  and  to  negotiate  a  mutually 
acceptable  treatment  placement.  * 

The  first  step  in  the  treatment  process  is  too  vital  and  too  pre- 
carious to  be  described  merely  in  terms  of  routine  procedures.  Iti- 
r.ake  workers  must  simultaneously  earn  each  applicant's  trust,  con- 
vey an  appreciation  for  the  pervasive  and  destructive  consequences 
of  substance  a"buse,  and  evoke  a  commitment  to,  the  hard  work  and  mu- 
tual cooperation  between  client  and  program  staff  that  will  be  nec- 
essary during  the  treatment  process. 

Designing  and  implementing  appropriate  intake  procedures  for  women 
are  challenging  program  obligations.  The  usual  applicant  for  drug 
abuse  treatment  services  is  in  the  raids t  of  personal  crises  and  is 
highly  ambivalent  about,  if,  not  resistant  to,  the  requirements  for 
self-examination,  revelation,  and  change  that  are  implied  in  re- 
questing and  accepting  help. 
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In  addition  to  the  stress  created  by  application  for  treatment, 
women  frequently  face  other  physical,  financial,  and  emotional  ob- 
stacles that  interfere  with  their  full  commitment  to  the  therapeu- 
tic process.    They  may  find  it  difficult,  because  of  transportation 
a*d  childcare  problems,  to  get  to  the  treatment  facility;  they  may 
be  afraid  for  their  personal  safety  when  traveling  to  centers  lo- 
cated in  high  crime  areas  or  in  poorly  lighted  neighborhoods;  they 
are  more  apt  to  be  in  physical  pain  or  distress  because  of  drug- 
related  health  problems;  they  may  lack  insurance  or  other  funds  to 
pay  for  services;  and  tfrey  are  often  reluctant,  because  of  fear  and 
embarrassment,  to  discuss  pressing  personal  problems. 

First  impressions  of  the  treatment  facility  can  profoundly  influ- 
ence a  prospective  client's  decisions  about  continuing  treatment. 
The  first  interview  sets  the  tone  for  the  relationship  between  a 
program  and  the  client.    Getting  off  to  a  good  start  is,  therefore, 
crucial.    Insensitive  intake  workers  and  programs  indifferent  to 
women's  special  needs  jeopardize  continued  and  effective  rehabili- 
tation efforts. 

The  purpose  of  this  chapter  is  to  motivate  and  guide  drug  abuse 
'treatment  programs  that  serve  women  to  reexamine  and  restructure 
their  diagnostic  intake  functions  and  procedures  in  light  of  two 
recent  developments: 

1.     Research  findings  on  the  special  needs  and  characteristics 
of  chemically  dependent  women  that  have  implications  for 
the  services  provided  to  them,  and  the  sequence  and  manner 
in  which  these  should  be  arranged  and  delivered;  and 

2-    Improvements  in  service  quality  standards  for  drug  abuse 
treatment  programs  that  emphasize  comprehensive  client  as- 
sessments and  individualized  treatment  planning,  thorough 
and  systematic  documentation  of  clinical  processes,  atten- 
tion to  the  treatment  environment,  and  use  of  appropriate 
community  resources  in  client  case  management. 

Because  programs  that  serve  women  are  located  in  a  variety  of  geo-' 
graphic  and  organizational  settings,  offer -many  different  types  and 
combinations  of  services,  and  vary  widely  in  available  resources, 
standard  intake  regulations  are  impossible  to  design.    No  single 
set  of  questionnaires  or  routine  sequence  of  activities  will  sat- 
isfy all  variations  in  program  philosophies  or  client  characteris- 
tics.    Instead,  guidelines  must  be  interpreted  and  adapted  to  fit 
the  particular  capabilities  and  context  of  individual  programs. 

This  chapter  summarizes  issues  involved  in  performing  intake  func- 
tions and  then  describes  procedures  for  assessing  the  needs  and  re- 
sources of  chemically  dependent  women.    The  first  two  subsections 
provide  historical  and  background  information.    Readers  who  are 
primarily  interested  in  procedural  definitions  and  suggestions  may 
wish  to  begin  with  the  subsections  on  resources  and  processes*  The 
chapter  has  the  following  sitf  subsections: 
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1. 


Designing  intake  procedures; 


2.  Addressing  women's  special  needs  at  treatment  entry; 

3.  Providing  appropriate  environmental  and  staff  resources 
for  intake  assessments;  " 

4.  Conducting  the  preliminary  screening; 

5.  Completing  the  diagnostic  assessment;  and 

6.  Making  treatment  recommendations  and  referrals. 


DESSGNW6  INTAKE  PROCEDURES 

Many  general  procedural  issues  must  be  resolved  by  each  program  as 
it  exami.ies  and  carries  out  its  intake  requirements,    six  of  these 
issues  are  discussed  in  the  following  paragraphs.     These  issues 
are  interrelated,  and  program  decisions  in  one  area  will  affect 
those  in  several  others.    For  example,  a  decision  to  .restrict  the 
amount  of  time  allocated  for  intake  will  influence  the  scope  and 
intensity  of  the  assessment  process.    The  nature  and  size  of  the 
client  population,  the  types  of  treatment  available,  and  the  qual- 
ifications of  the  staff  are, factors  that  will  also  influence  pro- 
gram decision's  about  intake  procedures. 


ISSUE  1:     ESTABLfSH  PROCEDURES  FOR  INITIAL  CONTACTS 

Women  are,  more  likely  to  make  indirect  and  tentative  inquiries 
about  treatment  by  telephone  or  through  a  secondary  source  than 
are  their  male  counterparts.    Each  agency  must  be  sensitive  to 
likely  approaches  and  then  develop  procedures  that  will  accommo- 
date female  applicants  and  also  fit  their  programmatic  limitations. 
Jssues  to  be  considered  are  as  follows: 

•  Will  intake  services  be  provided  on  a  first-come,  first- 
served  basis;  by  scheduled  appointments  only;  or  by  some 
combination  of  these  procedures? 

•  If  appointments  are  given,  are  they  for  specific  hours, 
blocks  of  time  (e.g.,  morning  or  afternoon),  or  specified 
days?    Are  there  penalties  for  "no-shows"?    How  can  emer- 
gencies be  defined  and  handled  flexibly  and  fairly  within 
an  appointment  system  (e.g.,  the  woman  who  has  just  been 
evicted  by  a  partner  or  husband,  or  the  applicant  who  ap- 
pears to  be  in  withdrawal  and  threatens  to  commit  a  crime 
to  obtain  more  drugs  if  not  accommodated  immediately)? 
And  can  an  appointment  system  be  operated  without  discrim- 
ination against  those  with  language  barriers  or  no  tele- 
phones who  tend  to  walk  in  for  care? 
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What,  If  an^,  priorities  should  be  grunted  to  applicants? 
How  can  these  priorities  be  equitably  determined  (e  g 
quotas  free-  selected  referral  sources,  walk-in  volunteers 
,    or  persons  under  criminal  justice  system  jurisdiction)? 

*    How  can  a  program  best  respond  to  inquiries  about  treat- 
ment- services  from  family  and  friends  (e.g.,  provide  direct 
pretreatment  counseling  for  family  intervention,  send  writ- 
ten information  and  guidance,  refer  to  another  crisis  in- 
tervention or  information  and  referral  service)? 

>    What  information  should  be  given  out  and/or  taken  by  tele- 
phone?   Programs  should  have  sufficient  telephone  resources 
to  at  least  give  detailed  descriptive  information  anQ  in- 
structions on  the  intake  process  and  duration,  available 
treatment  method's,  eligibility  requirements,  and  directions 
vto  the  facility.     Written  materials  on  these  topics  should 
also  be  available  J 

I r telephone" prescreening  is  attempted  prior  to  an  appoint- 
ment, the  program  must  decide  bow  and  whether  to  follow  up 
if  the  appointment  is  not  kept.    Oral  permission  to  recon- 
tact  an  applicant  by  telephone  should  be  obtained  but  may 
be  construed  as  a  violation  of  confidentiality  if  the  pro- 
gram conscientiously  pursues  these  initial  contacts.  In- 
dividuals can  be  referred  expeditiously  to  ,ther  appropri- 
ate resources  (e.g.  ^ hospital  emergency  rows,  crisis 
centers),  while  interested  candidates  can  be  encouraged  to 
come  in  during  a  specified  time  set  iside  for  initial  in- 
takes.   Records  should  be  kept  to  determine  the  percentage 
of  initial  contacts  that  actually  appear  for  services. 
Procedures  can  then  be  modified,  as  appropriate,   co  in- 
crease -he  number  of  initial  telephn-    contacts  who  become 
applicants. 


ISSUE  2:     SET  TIME  LIMITS  FOR  INTAKE  THAT  MAKE 
TREATMENT  ACCESSIBLE 

Intake  procedures  should  have  a  well-defined  beginning  during  a 
client's  first  contact  with  a  treatment  program  (or  first  appear- 
ances at  the  facility),  a  normal  end  when  arrangements  for  treat- 
ment service  delivery  are  completed,  and  a  natural  sequence  of  ac- 
tivities between  these  two  events.    Sometimes,  however,  applicants 
must  deviate  from  established  procedures  when  they  need  other  emer- 
gency services  or  when  personal  crises  interfere  with  normal  rou- 
tines.    Because  some  types  of  treatment  .equire  more  complicated 
examinations  than  others,   the  normal  timeframes  for  diagnostic  as- 
sessments will  vary.     For  example,  chemotherapy  programs  must  val- 
idate both  addiction  status  and  drug  abuse  history  before  prescrib- 
ing long-term  drug  therapy,  whereas  detoxification  programs  can 
initiate  treatment  for  withdrawal  immediately  after  current  addic- 
tion is  established. 
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In  general,  the  outside  limit  recommended  for  the  entire  intake 
process  is  3  days,  bift  most  programs  should  plan  to  start  some  serv- 
ices after  the  first  day  even  if  further  tests- have  been  scheduled 
or  the  results  of  others  have  not  been  reviewed.    Rigid  distinc- 
tions, bet ween  intake  diagnosis  and  service  delivery  can  seriously 
impede  treatment  entry.    Delays  may  stem  from  status  definitions 
established  by  funding  sources  to  qualify  clients  for  reimbursement 
payments.    Programs  also  hinder  treatment  access  with  extensive 
waiting  periods,  elaborate  appointment  procedures,  inconvenient 
hours,  undesirable  locations,  discrimination  against  readmissions, 
and  lack  of  flexibility. 


ISSUE  3:     CONDUCT  A  COMPREHENSIVE  ASSESSMENT  OF 
,  THE  WHOLE  PERSON 

One  of  the  challenges  of  intake  is  to  remain  objective  while  as- 
sessing an  applicant's  treatment  needs.     Too  frequently  an  individ- 
ual program  sees  a  woman  only    rom  the  perspective  of  the  services 
it  can  readily  offer  rather  than  discovering  what  really  needs  to 
be  done.    All  major  areas  of  the  prospective  client's  life  must  be 
investigated,  not  just  her  drug- taking  behavior,  and  immediate  per- 
sonal and  physical  crises  must  be  alleviated  if  treatment  is  to  be 
successful.    An  extended  network  of  coordinated  services  from  po- 
tential service  providers  is  necessary  to  address  the  multiple 
problems  of  many  drug-abusing  women. 


ISSUE  4;  MAINTAIN  A  BALANCE  BETWEEN  THE  SCOPE  OF  THE 
INTAKE  INTERVIEW  AND  THE  INTENSITY  OF  THE  EXAMINATION 

The  requirement  to  be  comprehensive  m  an  intake  assessment  does 
not  mean  that  every  detail  of  an  applicant's  functioning  must  be 
scrutinized  at  once.     The  time  restrictions  of  the  intake  process 
and  the  prospective  client's  shortened  attention  span  while  under 
the  influence  of  drugs  also  put  limits  on  the  intensity  of  probing 
questions.     Essential  information  can  be  gathered  through  struc- 
tured interviews  that  give  the  potential  client  a  chance  to  dis- 
cuss major  concerns.     Intake  workers  should  not  move  too  quickly 
to  encourage  intimate  revelations  that  are  unnecessary  for  a  pre- 
liminary treatment  plan.     The  intake  goal  is  to  discover  and  rank 
the  primary  problem  areas  that  have  a  potential  for  rapid 
intervention. 


ISSUE  5:     ESTABLISH  TRUST  AND  OBTAIN  ACCURATE 
INFORMATION,  BUT  DO  NOT  CREATE  A  THERAPEUTIC 
ALLIANCE  AT  INTAKE 

The  diagnostic  interview  at  intake  is  the  first  opportunity  for  the 
prospective  client  to  reveal  important  information  and  to  invest 
in  the  treatment  process.     In  many  programs,  a  specialized  intake 
worker  screens  the  eligible  applic*.  .ts  and  conducts  the  initial  in- 
terview^) .     The  intake  process  must  be  carefully  constructed  to 
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create  a  climate  of  trust  and  nonjudgmental  acceptance  without  de- 
veloping a  close  worker-client  relationship.    Questions  should  be 
structured  to  stimulate  self-examination  tnat  will  be  useful  prep- 
aration for  later  counseling  sessions,  but  the  interviewer  should 
not  break  down  defense  systems  that  the  applicant  has  developed  for 
coping.    The  consistency  of  the  client's  answers  can  be  explored  by 
asking  for  clarification,  not  by  questioning  reasons  for  behavior. 

ISSUE  6:     PROTECT  CLIENT  CONFIDENTIALITY  WHILE 
OPENING  COMMUNICATIONS  AMONG  TREATMENT 

PROVIDERS  AND  FAMILY  MEMBERS  s 

Programs  that  rely  exclusively  on  self-reported  information  from 
the  applicant  and  do  not  solicit  different  perspectives  or  confir- 
mations ,rora  other .provider  agencies,  employers,  or  family  members 
may  miss  important  insights  and  inadvertently"  encourage*  a  limited 
and  possibly  inaccurate  understanding  of  the* prospective  client. 
Confidentiality  regulations  do  restrict  free  excha^e  of  informa- 
tion with  significant  persons  in' the  applicant's  life,  but  they 
are  not  meant  to  inhibit  approved  communications,  once  consent  for 
release  of  information  has  been  obtained.    Permission  to  .involve 
appropriate  persons  in  the*  diagnostic  process  or  to  obtain  records 
should  be  sought  as  soon  as  possible  to  avoid  one-sided  client 
evaluations.    Applicants  who  refuse  such  permission  should  not  tfe 
denied  admission  but  rather  encouraged  to  cooperate  at  a  later  date 
with  the  program's  policies.    Many  applicants  may  wish  to  avoid,  or 
at  least  postpone,  the  negative  impressions  they  expect  will  come 
from  family  members  and  associates.    Their  desire  to  be  given  a 
f.resh  start  and  to  be  evaluated  on  current  activities  should  be 
respected,  but  with  the  understanding  that  treatment  must  eventu- 
ally entail  connections  beyond  the  program  ,etaff. 

In  summary,  applicants  for  treatment  services  should  be  encouraged 
by  intake  procedures  that  are  comprehsnsive,  cohesive,  time  lim- 
ited, noninvasive,  confidential,  available,  and  supportive  of  a 
therapeutic  alliance  between  the  primary  counselor  and  the  client. 

ADDRESSING  WOMEN'S  SPECIAL  HEEDS 

^n  the  past  several  years,  research  studies  on  women  enterina  sub- 
stance abuse  treatment  programs  have  provided  insights  into  the 
special  problems  and  characteristics  that  distinguish  them  from 
both  male  drug  abusers  and  nondepe.ident  women.    These  findings  are 
reported  extensively  in  other  chapters  of  this  book.    This  section 
reviews  briefly  some  implications  of  these  studies  for  the  intake 
assessment  process,  particularly  in  the  areas  of  physical-medical 
complications;  psychological  difficulties;  family  situations  and 
living  arrangements;  social,  economic,  and  legal  needs;  and  drug 
abuse  patterns. 
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PHYSICAL- MEDICAL  COMPLICATIONS 


Woc\en  drugNaibusers  .experience,  significantly  more  physical  illnesses 
than  do  male  addicts  and  are  more  likely  than  men  to  cite  health 
problems  as  the  reason  for  entering  treatment.    Chapters  6  and  7, 
this  volume,  highlight  the  most  frequently  encountered  problems  of 
this  nature.    These  findings  have,  several  important  implications 
for  the  intake  assessment  of  women: 

♦  « 

•  Physical  examinations  for  women  entering  treatment  should 

be  routine  and  comprehensive^  and  include  thorough  dental, 
eyef  and  gynecological  examinations. 

•  Where  appropriate,  neeied  service^should  be  provided  im- 
mediately through  referrals  to  community  resources.  These 
referrals  should  be  followed  up  and  documented  in  the  treat- 
ment case  records, 

•  To  the  extent  possible,  physical  examinations,  especially' 
for  gynecological  abnormalities*  and  pregnancy,  should  be 
provided  onsite  at  admission  or  through  prearranged  link- 
ages with  a  nearby  doctor  or  clinic,    Andersen  (1979)  found 
that  referrals  and  deferred  examinations  scheduled  offsite 
are  seldom  completed  or  documented  in  the  case  records, 

•  The  cor  rel  a  t;ion^  between  life  changes  or  stress  and  physical 
illness  needs  to  be  assessed  to  offset  change  stresses  and  * 
provide  protection  against  p,v«/sical  problems  precipitated 
by  treatment,  especially  in  outpatient  settings  (Andersen 
1977) ,    in  women  wir.h.  lowered  tolerance  and  high  stress 
factors,  residential  referrals  may  be  required  to  avoid 
health  problems. 

•  Lifestyle  and  drug  patterns  cormvonly  correlated  with  health 
problems  should  also  be  assessed  at  admission.    These  in- 
clude the  following: 

1.  The  dangers^ of  medications  in  early  pregnancy  (Fmne- 
gan  1979);  J 

2.  The  , potentially  hazardous  interactions  of  drugs  and 
medications  such  as  methadone,  barbiturates,  diazepam, 
an$i  ethanol  (Kreek  1980); 

3.  The  association  of  prostitution  with  venereal  disease 
and  vaginal  and?  urinary  infections; 

4.  ihe  potential  of  alcohol  for  liver  damage; 

5.  *  Ihe  association  of  parenteral  drug  use  with  hepatitis, 

thyroid  abnormalities,  bacterio-endocarditis,  and  re- 
nal disease; 
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6.  The  correlation  of  malnutrition  with  tuberculosa  and 
alcohol  abuse;  .  . 

7.  The  need  for  birth  control  protection  in  treated  women 
who  have  been  experiencing  infertility  and  menstrual 
irregularity  while"  abusing' narcotics  and  other  poly- 
drugs;  and 

o 

8.  The  potential  for  false  positive  readings  on- syphilis 
fz  serologies.  » 


PSYCHOLOGICAL  DIFFICULTIES 

Many  psychological  factors  can  affect  the  intake  and  referral  proc- 
ess.   At  treatment  admission,  women  generally  have  lower  self- 
esteem,  greater  depression,  and  higher  anxiety  than  male  addie's 
or  other  comparably  but  nondependent  women  (Colten  1979).  Psycho- 
logical problems  make  treatment  entry  particularly  tenuous  and  are 
frequently  expressed  through  helplessness,  suppressed  energy  lev- 
els/immobilization, excessive  self-criticism,   >r  avoidance  of 
stressful  situations  (Reed  and  Moise  1979b) .    Program  personnel 
should  keep  in  mind  the  following:  '  "~ 

> 

•  Women  who  are  pessimistic,  about  themselves  and  their  cop- 
ing abilities  need  to  be  supp?  .-d  ard  accepted  at  int. ike 
rather  than  confronted  with  tl.*-.r  prpblems. 

•  At  intake,  immediate  practical  assistance  with  real  prob- 
lems is  more  important. than  tests  of  motivation  for 
treatment. 

•  Interventions  or  questions  should  not  be  too  intensive  or 
emotionally  provocative  ear;,   in  the  intake  process. 

•  Intake  workers  should  be  prepared  for  negative  and  compul- 
sive behavior  and  react  with  supportive  and  positive 

.  actions. 

•  Women  who  have  experienced  recent  losses,  appear  exces- 
sively depressed  and  hopeless,  or  use  selected  drugs  (her- 
oin and  nonopiates)  should  receive  immediate  evaluation 
and  appropriate  supportive  services  at  intake. 

•  The  sexual  orientation^ and  preferences  of  women- should  be 
sensitively  and  carefully  evaluated  at  intake. 

•  Intake  workers  should  be  prepared  to  assess  dangerous  and 
stressful  events  in  the  lives  of  women  clients,  such  as 
recent  physical  or  sexual  abuse. 
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FAMILY  SITUATIONS  AND  LIVING  AP R ANGliME NTS 

In  assessing  a  woman's  psychological  status  at  intake,  it  is  impor- 
tant to  assess  her  current  living  situation,  her  family  background, 
and  her  values  about  sexual  roles  and  responsibilities.  Stressful 
living  conditions,  role  confusion  and  resertment,  and  familial  pat- 
terns of  addiction  or  deviance  have  important  implications  for  ini- 
tial intake  assessments;  consider  the  following: 

•  Women  living  alone  with  children  or  responsible  for  their 
care  may  need  childcare  assistance  before  treatment  entry 
is  possible.    They  also  will  need  supportive  emotional  and 
physical  relief  from  childcare  responsibilities. 

•  Past  or  current  deviant  behavior  among  family  members  should 
be  carefully  Assessed  to  understand  its  impact  and  influ- 
ence-on the  woman's  drug  abuse  patterns. 

•  Knowledge  of  the  applicant's  SMpport  system  and  values  is 
necessary  fot  treatment  planning.     Involvement  of  signifi- 
cant family  members  should  be  considered. 

•  When  onset  of  drug  abuse  in  women  occurs  concurrently  with 
other  deviant  and  rebellious  adolescent  behaviors,  family 
deprivation  may  be  less  associated  than  immaturity.  Sup- 
portive relationships,  particularly  with  mothers,  may  be 
an  asset  in  planning  for  treatment. 

•  Exploration  of  sex  roles  and  options  is  important  lo  the 
treatment  process.    Care  must  be  exercised  to  avoid  staff 
alinement  on  feminist,  traditionalist,  or  other  philoso- 
phies and  attitudes.    Such  alinement  may  be  offensive  to 
applicants  who  are  discovering  and  clarifying  their  own 
values. 


SOCIAL,   ECONOMIC,  AND  LEGAL  NEEDS 

The  physical,  psychological,  and  interpersonal-familial  problems 
of  addicted  women  are  often  exacerbated  by  social,  economic,  and 
legal  needs.     Not  only  are  chemically  dependent  women  likely  to 
experience  stressful  family  situations,  but  they  may  ^Iso  have  few 
friendships  or  support  systems,  limited  employment  skills,  and  fe£ 
economic  resources.    The  intake  counselor  must  therefore  evaluate 
the  following: 

•  Childcaie,  legal  entanglements,  housing,  or  financial  needs 
that  threaten  continuation  in  treatment. 

•  Vocational  and  educational  rehabilitation  needs. 

•  Past  experiences  causing  mistrust  and  estrangement  from 
others  and  leaving  the  applicant  isolated,  lonely,  and 


ERLC 


60 


incapable  of  reaching  out  for  external  social  and  emo- 
tional supports. 

•  Mechanisms  used  for  coping  with  stress  and  abilities  to- 
share  feelings  in  the  counseling  framework  (to  make  appro- 
priate referrals  for  therapy). 

•  -Attitudes  and  motivation  for  participation  in  group  support 

networks  and  whether  those  should  be  same-sex  or  mixed  c 
groups  (some  research  indicates  that  *K>st  women  share  feel- 
ings more  readily  and  participate  more  openly  in  same-sex 
rather  than  mixed  groups  [Aries  19763) . 

•  Relative  perceptions  o'f  and  trustfulness  toward  males  and 
females  (to  make  primary  counselor  recommendations). 

•  The  potentially  destructive  impact  of  addiction  on  minor 
children  through  careful  attention  to  neglectful  or  abusive 
situations  that  require  intervention  (e.?.,  helping  parents 
protect  children  from  their  own  angry  impulses  or  from  haz- 
ards in  the  environment)  . 


DRUG  ABUSE  PATTERNS  > 

As  pointed  out  in  chapter  2,  chemically  dependent  women  have  dis- 
tinctive patterns  of  drug  abuse  that  differentiate  them  from  ad- 
dicted males.    Therefore,   treatment^  programs  should  carefully  as- 
sess drug  use  and  abuse  pat terns^n  female  applicants: 

•  Determine  potentially  harmful  combinations  of  drugs  and 
identify  behavioral  correlates  of  particular  drugs  such  as 
suicide  attempts  or  criminal  involvement. 

•  Assess  situations  asovciated  with  substance  abuse  and  offer 
alternative  coping  mechanisms  for  self-medication  to  alle- 
viate anxiety  and  pain  or  for  hedonistic  satisfaction  and 
self -expression. 

•  A?  ^rtain  unanticipated  negative  consequences  suffered  af- 
-er  drug  misuse  and  provide  information  related  to  areas 
of  misinformation  or  ignorance,  especially  in  wemen  of 
childbeamg  age. 


PR0VIDW6  ENVIRONMENTAL  AND  STAFF  RESOURCES 

The  initial  impressions  a  woman  forms  at  intake  may  oe  more  deci- 
sive than  the.  quality  of  services  offered  by  the  program.  These 
first  impressions  ma/  determine  whether  she  completes  tL?  admission 
process  and  stays  long  enough  to  become  therapeut ical 1,  involved. 
This  section  discusses  factors  in  facility  design  and  location  and 
staff  qualifications  and  behaviors  that  are  important  in  planning 
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or  rearranging  a  diagnostic  process  attractive  to  the  chemically 
deper&i^nt  woman. 

Many  types  of  facilities  provide  intake  services  for  drug-abusing 
women.     They  range  from  outpatient  cUnics  and  residential  units 
for  women  only,  to  freestanding  coed  facilities  in  both  urban  and 
rural  areas  (with  a  variety  of  single-  or  multiple-treatment  mo- 
dalities) ,  to  programs  noused  and  operated  by  hospitals,  courts, 
jails,   community  mental  health  centers,  nonprofit  organizations, 
and  businesses  and  industries.    Host  smaller  programs  provide  in- 
take services  in  the  same  facility  where  treatment  activities  are 
conducted  and  select  or  rotate  their  staff  to  perform  all  func- 
tions,  from  evaluat.^n  and  admission  to  counseling,  aftercare,  and 
f ollowup. 

Some  agencies  operate  several  clinics  or  facilities  under  one  ad- 
ministrative organization  and  locate  them  in  different  sites  across 
a  city  or  region;   they  may  provide  a  variety  of  separate  treatment 
approaches,  such  as  drug-tree  residential  care,   inpatient  detoxifi- 
cation,  and  outpatient  methadone  maintenance.     In  these  programs, 
all  intake  and  referral  rrs  be  conducted  from  a  central  facility. 
kt  ma/  be  possible  to  segregate  and  relocace  these  functions  stra- 
tegically to  attract  and  serve  more  women-     In  smaller  programs, 
creative  and  cooperative  arrangements  may  be  arranged  for  special- 
ized pnysical  and  laboratory  examinations  (e.g. ,  through  joint 
purchase-of-ser</ice  agreements  with  a  group  health  practice -or  a^ 
women's  medical  clinic)  ,  with  intake  interview  and  orientation 
functions  conducted  in  separate  drug  abuse  treatment  facilities. 
Most  programs,  ^owever,  manage  intake  functions  independently. 
Given  what  has  -ten  learned  about  the  special  neetfs  and  differ- 
ences of  women,  such  programs  should  be  reexamined  in  terms  of  site 
locafi^n  and  visibility,-  spatial  design  and  arrangements;  interior 
depurations;   and  ^taff  qualifications,  development,  and  deportment. 


5ITL  LOCATION  AND  VISIBILITY 

The  physical   location  of  tne  intake  facility  should  not  pose  bar- 
riers f^r  women  needing  services.     The  neighborhood  surrounding  the 
intake  site  should  be  one  that  is  familiar  and  acceptable  to  the 
target  group  of  women  served.     For  example,   if  a  mixed  group  of 
middle-  and  lower-class  women  are  served  together,  the  selection  of 
a  neutral  business  section  of  the  downtown  area  may  be  preferable 
*w>  a  suburbs  shopping  mail  or  a  public  housing  development.  The 
heart  jf  skid  row.  gambl  ng  and  pool  hall  districts,  and  sections 
fill  :>f  m<*ie  bars  and  adult  bookstores  n      not  appropriate  places 
tor  intake  service'    for  womei 

It   is  unrealistic  to  expert  operating  programs  to  invest  in  new  fa- 
cilities or  even  to  find  ideal  facilities.     But  all  programs  should 
take  certain  steps. to  assess  the  site  location  and  facilities  and 
impose  the  sit-»atio^  for  women  clients.     Women  traveling  alone  or 
with  small  children  need  protection  from  both  physical  danger  and 
sexual  narassment  en  route.     Program  staff  can  periodically  check 
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the  street  lighting  along  the  nearby  access  routes  and  look  for  the  * 
places  that  loiterers  frequent.     Requests  for  better  lighting  or 
more  security  can  then  be  made  to  the  community  as  necessary.  Spe- 
cial planning  may  be  needed  if  intake  facilities* are  located  more 
than  one  block  from  bus  or  subway  routes  or  parking  spaces.  Women 
should  not  have  to  detour  through  back  alleys  or  dangerous  areas 
QT  go  down  dark  hallways  to  reach  services.    Barrier- free  access 
should  be  maintained  for  the  disabled.     Handrails  on  all  steps,  ad-^ 
equate  lighting,  clearly  marked  exits,  smoke  detectors,  and  emer- 
gency care  equipment  are  examples  of  required  minimal  safety  • 
features. 

Ideally,  public  transportation  to  the  intake  service  facility 
should  be  readily  available,  well  publicized,  .and  affordable  by  the 
anticipated  applicants;  otherwise /  the  program  may  have  to  arrange 
for  transportaticr*  to  attract  women  into  treatment.    Many  chemi- 
cally dependent  women  do  not  drive  or  do  not  have  access  to  private 
cars.    They  frequently  depend  on  friends,  partners,  or  public  ve- 
hicles for  travel-    Staff  members  at  the  intake  units  should  vol- 
unteer helpful  information  about  b'js  route?,  schedules,  simple  di- 
rections, parking  spaces,  and  so  on  that  can  make  access  to  the 
facility  less  burdensome. 

The  promises  surrounding  *  treatment  facility  should  be  clean  and 
free  of  environmental  hazards.    Garbage  cans  should  be  covered, 
bushes  clipped  and  grass  nowed,  entrance  halls  cleaned,  and  broken 
glass  repaired.    During  the  summer,  unemployed  male  clients  often 
congregate  at  program  facilities,  presenting  a  barrier  for  women 
seeking  treatment.     Programs  ohould  make  every  effort  to  prevent 
these  situations. 

The  program  should  also  consider  the  directional  signs  and  r.ame- 
plates  marking  the  entrance  to  a  program.    Because  women  often  feel 
stigmatized  by  their  drug  dependency  problems,  they  nv:y  be  embar^ 
rassed  to  ask  directions  or  to  enter  a  publicly  advertised  drug 
treatment  program.    Confidentiality  is  possible  if  the  program's 
name  camouflages  the  facility's  purpose  and  if  directional  signs 
are  posted.    To  the  extent  possible,  th i  address  should  be  self- 
explanatory,  giving  the  room  or  suite,  building  name,  or  whatever 
is  required.    The  name  of  the  program  itself  may  emphasize  services 
for  women  and  stress  the  expectation  for  recovery  rather  than  drug 
dependency.    Thus,  MThe  Women's  Qenter,"  "Phoenix  House,"  or  "New 
Choices"  are  preferable  to  "Addiction  Services"  or  "Drug  Abuse 
Therapy  Center."    Clever  logos  and  symbolic  acronyms  are  other  ways 
to  create  a  good  public  image  (National  center  for  Alcohol  Educa- 
tion 1979) . 


SPATIAL  DESIGN  AND  ARRANGEMENTS 

Within  the  facility,  spatial' design  mod.  f ications  can  make  intake 
services  more  efficient  and  appealing  to  women.    Many  drug  treat- 
ment programs  apparently  are  not  f  miliar  with  environmental  plan- 
ning and  architectural  programing    a  profession  that  combines 
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interior  decoration  and  architectural  planning  with  functional  de- 
sign suitable  for  programmatic  activities.    The  following  .  oduc- 
tory  readings  on  the  subject  present  concepts  of  design  and  reno- 
vation suitable  for  health  care  environments. 

•    Bureau  of  Community  Health  Services  and  Office  of  Facility 
Engineering  and  Property  Management.    The  Health  Mainte- 
nance Organization  Facility  Development  Handbook.  Washing- 
ton, D.C.:  Department  of  Health,  Education,  and  Welfare. 
July  1974. 


•  Sanoff,  H.     Methods  of  Architectural  Programming.  Strouds- 
burg.  Pa.:  Dowden,  Hutchison,  and  R'     ,    1977 . 

•  Lifchez,  R. ;  Whitman,  p.  D. ;  Crowell,  C.  Environmental 
Design  tor  Social  Model  Alcoholism  Programs!  Berkeley, 
Calif.:  Department  of  Agriculture,  College  of  Environmen- 
tal Design,  University  of;  California,  1976. 

•  Gutman,  R. ,  ed .     People  and  Buildings,     Now  York:  Basic 
Book*,  1972. 

Consultation  on  spatial  design  is  also  available  to  programs  serv- 
ing economically  disadvantaged  populations  through  community  design 
centers,   such  as  those  established  jointly  by  the  American  Insti- 
tute of  Architects  (AIA)  and  Volunteers  in  Service  to  America 
(VISTA) .     Locations  u    these  free  services  may  be  found  by  calling 
VISTA/ACTION  at   (800)   424-8580,  extension  82. 


The  efficient  arrangement  of  space  and  the  deployment  of  staff 
within  the  intake  program  unit  can  improve  the  orderly  and  person- 
alized processing  of  prospective  clients.    A  receptionist  should 
be  immediately  visible  upon  entrance  to  the  unit  and  always  avail- 
able as  a  facilitator  of  the  lptake  procedures.    A  desk  can  be 
strategically  located  for  monitoring  the  waiting  area  and  limiting 
access  to  diagnostic  counselors  or  other  examiners.     The  reception-  . 
ist  should  also  project  the  cont j ientiality  of  client  logs  and  in- 
take forms  from  inspection  by  visitors. 

The  adjacent  waiting  area  must  have  adequate  space  for  applicants 
and  family  members,  including  children,  who  may  accompany  them. 
Extra  chairs  should  be  available,     other  suggestions  for  furnish- 
ings and^equipment  for  this  area  are  made  later. 

An  intake  unit,   at  minimum,  must  have  private  rooms  or  spaces  for 
interviews  v.nd  examinations  that  should  be  large  enough  to  accommo- 
date groups.     A  desk  or  table  for  writinc:  is  essential  but  should 
not  dominate  the  room  or  separate  the  applicant  from  her  interviewer. 

Bathroom  facilities  are  more  important   in  drug  treatment  programs 
and  intake  services  than  in  many  other  health       ^e  programs  because 
of  the  need  for  urine  surveillance.     Observation  windows  in  the 
doorsor  walls  of  the  bathroom  allow  staff- to  monitor  urine  sample 
collection  without  being  .physically  present  in  the  toilet  area. 


Because  women  are  usually  provided  with  stalls,  even  in  public  toi- 
lets, they  are  not  used  to  urinating  in  front  of  others  and  also 
find  it  difficult  to  direct  urine  into  a  small-mouthed  bottle.  To 
avoid  surprise  and  offense,  program  staff  should  provide  a  clear 
and  rc  .sonable  explanation  for  the  surveillance  requirement  before 
a  specimen  is  collected  and  be  as  discrete  as  possible  during  the 
procedure.    In  programs  where  physical  examinations  are  conducted 
onsite,  women  need  adequate  dressing  rooms  and  locked  storage  space 
in  which  to  leave  clothing  and  personal  possessions. 


INTERIOR  DECORATION 

Most  women  entering  treatment  seek  a  sense  of  safety,  protection, 
calm,  and  acceptance,  all  of  which  can  be  reflected  in  the  physical 
decor.    Order  and  security  are  reinforced  through  simplicity  and 
solidity  in  the  furnishings.    The  dreary,  depressing,  and  dirty 
surroundings  of  many  drug  treatment  programs  can  be  changed  dras- 
tically with  fresh  paint  and  a  few  well  chosen  pieces  of  furniture 
and  pictures      Wall  and  floor  coverings,  for  example,  are  generally 
most  appealing  to  women  if  they  are  subdued  and  muted  without  being 
institutional,    j>lain,  soft  variations  of  warm  earth  tones  are^the 
most  suitable  colors,    aright  hues  and  bold,  busy  patterns  can* be 
tiresome  and  overpowering  to  women  who  are  under  stress  or  physi- 
cally ill  at  intake.    Small  touches  Hke  plants,  decorative  tissue 
boxes,  and  a  clock  add  welcoming  notes. 

Similarly,  rugs,  draperies,  wall  hangings,  or  acoustical  ceilings 
provide  sound  barriers  and  a  ^  ^d  backdrop  for  quiet  conversations. 
Continuous  music  can  be  soothing,  too/  but  reaching  agreement  on  a 
radio  station  may  present  too  many  difficulties  to  make  this  effort 
worthwhile. 

Lighting  also  contributes  to  the  atmosphere  of  a  facility,    a  few 
well-placad  lamps  in  the  waiting  area  and  on  desks  can  maXe  the 
room  mor^r  inviting.     Windows  provide  welcome  daylight  but  can  be 
a  distraction  if  sunshine  blinds  the  applicant  during  an  interview 
or  if  outside  noises  disrupt  the  diagnostic  process.    Easily  man- 
aged shades  or  curtains  should  be  provided. 

The  furniture  should  represent  a  reasonable  compromise  between  com- 
fort and  p  acticality.    Upholstery  should  be  durable  and  washable. 
Pieces  should  be  small  enough  to  be  rearranged  easily,  especially 
in  the  waiting  area,  where  chairs  should  be  grouped  in  small  clus- 
ters to  encourage  conversation  and  free  circulation.     Low  tables 
should  be  durable  and  large  enough  to  hold  reading  materials,  clip 
boards  for  completing  forms,  and  cups  and  snacks.    Also  provide 
wastepaper  baskets  and  a  rack  or  closet  for  coats  and  umbrellas. 
If  smoking  is  not  permitted,  a  small  sign  should  announce  the  fact 
and  the  receptionist  should  quietly  enforce  the  decision.    The  room 
should  convey  a  feeling  of  pr-vacy  and  relaxation. 

Pictures,  posters,  and  other  artwork  can  express  the  program's  in- 
tentions and  philosophy.    The  choice  of  subject  matter  is  important: 
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Not  everything  has  to  depict  anti-drug-abuse  or  feminist  themes. 
Many  women  appreciate  exhibits  of  local  artists  or  craf  tsper,sons 
and  ethnically  relevant  works.    Bo  subtle  and"  don't  overload  al- 
ready overstimulated  and  exhausted  applicants.    Be  careful  to  in- 
sure anything  of  value  and  to  install  pieces  securely  to,  a*oid 
theft,    women  may""especially  enjoy  quality  photographs  with  univer- 
sal themes  involving  children,  male  partners,  female  friends,  and 
family  members  in  scenes  of  joy,  pathos,  tenderness,  and  loneli- 
ness.   Put  remember  that  too  much  sentimentality  can  be  cloying, 
just  as  A  _i.nographic  artwork  or  calendars  showing  women  as  sexual 
objects  are  offensive,    in  addition  to  pictures,  a  waiting  area 
can  be  equipped  with  educational  materials,  brochures,  and  current 
magazines  of  interest.    If  staff  members  lack  the  time,  a  volunteer 
could  help  keep  this  room  supplied.    An  attractive  bulletin  board 
can  hold  clippings  about  services  for  women,  community  happenings, 
new  information  on  drug  fads,  or  facts  about  health  issues.,  A 
looseleaf  notebook  or  catalog  of  available  treatment  services  in 
the  community,  describing  services,  requirements,  and  hours,  can 
be  developed  to  introduce  women  to  potential  referral  resources. 
Although  many  applicants  may  not  be  in  the  mood  to  use  these  mate- 
rials on  the  first  visit,  their  availability  may  encourage  a  later 
interest.  * 


OTHER  AMENITIES 

Several  other  special  features  can  enhance  the  appeal  of  an  in€ake 
facility,  especially  the  provision  of  space,  equipment,  and  super- 
vision for  small  children.    A  childproof ed  play  space  and  a  basket* 
ful  of  safe  plastic  or  rubber  toys  that  are  washable  or  disposable 
can  entertain  infants.    A  few  books,  crayons,  games,  or  office  sup- 
plies, when  supplemented  by  adult  2  iagination,  can  keep  young  chil- 
dren entertained  for  hours.    A  blackboard  hung  low  on  a  wall  could 
double  for  staff  training  and  a  game  of  tic-tac-toe.    The  most  es- 
sential ingredient  for  babysitting  at  intake  is  the  commitment  to 
provide  the  service  as  necessary  and  to  dedicate  staff  time. 

If  the  full  intake  process  takes  several  hours-,  light  refreshments 
should  be  available.     Information  on  the  location  of  snack  bars, 
vending  machines,  or  cafeterias  should  be  available.  Directions 
to  a  water  fountain  are  also  helpful.    Some  facilities  have  suffi- 
cient resources  to  offer  herbal  teas,  fruit  juicers,  or  debaFFinated 
coffee,     one  1  take  ar.it  was  given  complimentary  coupons  for  ham- 
burgers by  a  tast  food  chain  to  distribute  to  needy  applicants  or 
those  experiencing  unanticipated  delays  in  processing.    Appeals  to 
beverage  manufacturers  or  distributors  might  produce  refreshments 
as  part  of  their  advertising. 

Other  courtesies  appreciated  by  women  are  the  offer  of  a  telephone 
to  arrange  for  transportation  after  intake  is  completed;  the  pro- 
vision of  written  instructions  for  a  referral;  a  room  with  a  couch 
for  the  woman  to  take  a  nap  if  she  is  not  feeling  well,  and  hand- 
outs of  prepackaged  brochures  on  health  care,  job  programs, 
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childcare,  displaced  houiemaker  services,  emergency  telephone  num- 
bers for  assistance  with  various' crises,  and  other  pertinent  tips. 


STAFF  Qu  iLIFICATIONS  r.  D  DEVELOPMENT 

The  staff  members  who  provide  diagnostic  intake  services  make  even 
more  of  an  impression  on  prospective  clients  than  the  facility's 
surroundings.    Their  selection,  training,  and  behavior  are  crucial 
cto  effective  operations.    Their  communication  skills  and  the  coop- 
erative relations  they  establish  with  women  during  intake  determine, 
to  a  large  extent,  the  accuracy  of  the  information  collected,  the 
perceptiveness  of  the  diagnosis,  and  the  mutuality  of  the  treatment 
planning  and  placemen^  procesr. 

No  one  staffing. pattern  "is  appropriate  for  the  intake  component  of 
treatment  programs.    The  number  and  functions  of  'intake  workers  are 
determined  by  the  size  and  orientation  of  the  program's  treatment 
services.    Large-scale  methadone  clinics  or  inpatient  detoxification 
units  will  probably  have  the  necessary  medical  or  nursing  person- 
nel* to  conduct  ^ysical  examinations  and  administer  health  ques- 
tionnaires onsite.    .This  situation  is  less  likely  in  smaller  resi- 
dential programs  or  in  drug-free  treatment,  where  arrangements  and 
appointments  for  medical  exams  must  be  made  outside  the" facility 
and  at  a  later  point  in  the  intake  process. 

Many  smaller  programs  assign  6ne  staff  person  tc  conduct  all  intake 
interviews  along  with  other  counseling  duties,.    Other  programs  ro- 
tate staff  through  the  intake  component  as  a  temporary  assignment. 
These  different  staffing  models  have  various  advantages  and  disad- 
vantages.   Rotating  staff  members  are  less  likely  to  "burn  out"  on 
their  intake  duties  and  provide  more  flexible  and  varied  backup 
capabilities  if  intake  demands  increase  unexpectedly  or  if  another 
worker  is  on  leave.    Permanent  workers,  in  contrast,  can  demon- 
strate more  expertise  as. diagnosticians  after  they  refine  their 
skills  through  intensive  practice,    they  r..ay  be  more  careful  and 
consistent,  too,  about  records  and  referral  followup  on  applicants 
than  short-term  rotating  workers  would  be. 

Exhibit  I  suggests  five  functional  areas  that  must  be  covered  by 
„**9h  intake  component,  whether  staffed  by  one  or  -two-persons  or  by 
25  specialists.    These  basic  functions,  which  may  be  conducted  ei- 
ther directly  by  paid  staff  or  indirectly  under  contracts,  are 


Administration, 


•    Diagnosis  and  review, 


keferral  coordination, 
Reception  and  recordkeeping,  and 

Medical  and  psychological  testing  and  examination. 


The  duties  allocated  to  each  function  may  be  combined  in  a  variety 
of  ways  and  assigned  as  task  responsibilities  to  different  posi- 
tions.   For  example,  the  diagnostic  counselor  position  in  one  pro- 
gram may  incorporate  tasks*  from  a  referral  coordinator's  job 
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EXHIBIT  I.    Functional  categories  and  tasks 
for  staff  positions  in  intake  components 

Functional  Category:  ADMINISTRATION 

Selected  Tasks: 

—Develops  and  implements  policies  that  encourage  chemi- 
cally dependent  women  to  complete  intake  and  enter  v 
treatment. 

— Designs  specific  procedures  to  carry  out  these  policies 
and  assigns  responsibilities  to  other  staff  members  as 
necessary. 

— Recruits,  trains,  and  supervises  staff  who  are  respon- 
sive to  women. 

— Establishes  and  accounts  for  budget  necessary  tz  imple- 
ment policies. 

— Reviews  facility  acv-cr^dations  for  women  and  arranges 
for  necessary  renovations,  cleaning,  supplies,  etc. 

— Insures  protection  of  client  and  applicant  confidential 
ity  and  privacy  in  records,  information  releases,  re- 
search requests,  etc. 

— Compiles  data  *o  evaluate  and  improve  intake  services 
for  women. 

— Advocates  new  services  that  meet  women's  special  needs 
and  are*  not  available  an  the  community. 

— Establishes  Task  Group  on  Services  for  Women  to  reviw 
and  develop  policies  and  to  make  recommendations  re- 
garding change. 

♦Functional  Category^ -  DIAGNOSIS  AND  REVIEW 

Selected  Tusks: 

— Conducts  preliminary  assessments  of  womer.  to  determine 
and  resolve  immediate  barriers  to  the  intake  process 
or  treatment  entrance  (e.g.,  medical  emergencies,  fi- 
nancial arrangements,  childcare,  interpersonal  crises). 

— Conducts  .in-depth  interviews  to  determine  the  substance 
abuse  patterns  and  sociodemographic,  psychological,  le- 
gal, educational  employment,  interpersonal,  and  commu- 
nity services  status  of  applicants. 
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EXHIBIT  I.  Continued 

-Administers  medical-psychiatric  history  interviews,  fo- 
cusing primarily  on  health  problems,  to  applicants. 

-Establishes  necessary  rapport  with  prospective  clients 
to  elicit  accurate  information  and  develops  sufficient 
trust  to  probe  for  personal  experiences  and  feelings. 

-Observes  behaviors  of  applicants  to  corroborate  inter- 
view findings! 

-Documents  observations  and  interview  findings  on  stand- 
ardized  forms . 

—  Identifies  significant  health  complaints  and  drug- 
medication  problems  needing  the  special  attention  of 
the  examining  phys'cian. 

-Arranges  appointments  for  other  diagnostic  tests  and 
examinations  that  are  conducted  offsite  as  part  of  the 
intake  process  (e.g.,  physical  exam  and  psychological 
and  laboratory  tests)  and  coordinates  findings  from 
other  examiners  regarding  further  treatment  needs  and 
service  recommendations. 

—Explains  treatment  options,  procedures,  and  different 
modalities  or  approaches  to  applicants  and  other  farailv 
members,  as  indicated. 

-Presents  recommendations  to  applicant  and  designated 
others,  as  appropriate,  and  negotiates  mutually  accept- 
able treatment  placement.  P 

—Introduces  applicant  to  her  primary  counselor,  who  re- 
ceives all  intake  records  and  assumes  responsibility 
for  other  community  referrals. 

—Forwards  any  new  information  to  the  primary  counselor, 
as  received  from  the  laboratory,  former  treatment  agen- 
cies, etc. 


Functional  Category:     REFERRAL  COORDINATION 
Selected  Tasks: 

—Establishes  liaison  with  relevant  communi-  agencies 
-for  medical  and  dental  treatment,  emerqency  trare,  and 
other  social,  financial,   legal,  or  p<:ycholocal  serv- 
ices needed  by  women  drug  abusers  in  the  intake 
process. 
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EXHIBIT  I.  Continued 


— Advocates  new  or  improved  services  not  current} y  avail-  n 
able  in  the  community. 

— Makes  regular  calls  to  primary  treatment  and  referral 
resources  to  determine  any  changes  in  eligibility  re- 
quirements, hours  of  operation,  etc.,  and  .communicates 
these  to  the  intake  workers. 

— Coordinates  and  consults  with  other  treatment  programs 
or  community  agencies  on  the  special  health  and  social 
service  needs  of  chemically  dependent  women  and  reviews 
and  recommends  these  resources  to  intake  workers  to  ' 
meet  treatment  planning  needs. 

— Makes  regular  followup  calls,  under  the  guidance  of  the 
intake  workers,  to  discover  whether  applicants  have 
kept  scheduled  appointments  and  referrals. 

— Coordinates  with  outreach  services  that  identify  chem- 
ically dependent  women  and  negotiates  screening  and  , 
referral  arrangements.  r 

Functional  Category:     RECEPTION  AND  RECORDKEEPING 

Selected  Tasks: 

— Answers  telephone  inquiries  from,  schedules  appoint- 
ments for,  and  greets  women  applicants  for  intake 
services. 

— Guides  flow  of  applicants  through  the  intake  process, 
notifying  other  staff  of  delays  or  persons  with  special 
needs. 

— Provides  informational  packets  or  specified  forms  to 
all  applicants,  as  required. 

i 

— Records  routine  information  such  as  applicant's  identi- 
fication, insurance  benefits,  etc.,  and  helps  applicants 
complete  standard  forms.  . 

— Supervises  and  attends  children,  as  necessary,  and  pro- 
rides  other  courtesies  such  as  refreshments,  directions. 

— Piles,  retrieves,  and  forwards  applicants'  records  ac- 
cording to  established  procedures  that  fall  within 
confidentiality  regulations. 

— Compiles  and  tabulates  statistical  data  from  the  files, 
as  directed. 


7J 


70 


EXHIBIT  I.  Continued 

—Records  financial  information,  prepares  and  submits 
bills,  and  keeps  accounts.  « 

—Checks  and  reorders  supplies  and  records  receipts. 


Functional  Category:    MEDICAL  AND  PSYCHOLOGICAL  '  *  • 

TESTING  AND  EXAMINATION    , 

Selected  Tasks  of  the  Nurse/Medical  Technologist: 

—Reviews  health  status  forms  with  the  applicant  and  J 
C  probes  any  significant  information  on  problems  and 
complaints.  p 

—Assists  with  medical/gynecological  examinations  and 
takes  vital  signs. 

—Observes-  and  records  physical  signs  and  symptoms  of  the 
applicant  to  confirm  self-reports  and  laboratory 
findings . 

—Provides  counseling  ca  health  ca,c  to  women  identified 
during  the  examination  as  having  problems  needing  im- 
mediate attention  (e.g.,  pregnancy,  lack  of  birth  con- 
trol information  or  equipment,  venereal  disease,  infec- 
tion, dental  pain,  etc.). 

--Collects  samples  of  blood  and/or  urine  for  laboratory 
testing  and  prepares  specimens  for  submission  to  appro- 
priate labs. 

—Reviews  and  records  all  test  results  from  the  labs  and 
notifies  the  physician  and/or  the  rntake  worker  of  ab- 
normal findings  requiring  fo^lowup. 

Selected  Tasks  of  the  Doctor  or^hysician  Assistant:  ' 

--Conducts  complete  physical  examinations,  -including   - 

gynecological  investigation,  PAP  smear,  and  swab  for 
detection  of  gonorrhea. 

— Reviews  modical  history  and  laboratory  findings  for  in- 
dications of  abnormalities. 

--Recommends  further  testing,  as  necessary,  for  confirma- 
tion cf  suspected  health  problems. 

—Confers  with  intake  staff,  'as  necessary,  to  resolve  any 
conflicts  among  findings. 
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•  EXHIBIT  I.    Continued  > 

—Prioritizes  health  care  needs  and  recommends  referrals 
•and  timeframes  for  appointments. 

— Trains  staff  in  emergency  procedures  for  overdoses,  sei- 
zures, etc.,  and  arrai^es  procedures  for  hospital  trans- 
fers in  emergencies. 

Selected  Tasks  of  the  Psychologist/Psychiatrist: 

--Confers  with  intake  workers  regarding  applicants  who,, 
appear  to  have  severe  psychological  problems  and  recom- 
mends and  arranges  referrals  for  emergency  care  ,or  fur- 
ther evaluation.  f 

u  *  ' 

—Conducts  mental  status  exams,  psychological  tests,  or 
psychiatric  examinations,  as  appropriate. 

--Conveys  f indings^and  treatment/referral  recommendations 
"  to  the  intake  worker  and/or  the  treatment  staff. 

— Serves  as  counselor  tQ  the  intake  staff  on  problems  and 
frustrations  related  to  working  conditions  and  wakes 
recommendations  S>  alleviate  s»ich  problems. 


description  at  another  program  or  the  telephone  screening  and  wel- 
coming duties  from  the  receptionist's  position  at  still  another 
agency.  ^ 

A  basic. staffing  pattern  for  an  intake  component,  at  even  the 
smallest  treatment  program,  will  probably  include  at  least  three 
positions  With  duties  that  reflect  intake  services,    fha  program 
administrator /manager  may  delegate  intake  administrative  tasks  fo 
the  diagnostic  counselor  but  re.tain^ovet all  responsibility  for  pol- 
icies and  procedures  approvals,  budget,  staffing,   facility  manage- 
ment, and  community  liaison.    Similarly,  the  secretary/receptionist/ 
records  cletk  may  have  primary  duties  related  to  the  t:>tal  program 
but  also  have  assignments  that  support  the  intake  functions.  More- 
overi  even. though  an  intake  specialist/diagnostic  counselor  carries 
the#basic  responsibility  1  r  screening,  assessing,  and  placing  new 
applicants,  the  backup  of  other  counselors  or  social  workers  on 
staff  and  medical/psychiatric  personnel  under  contract  should  be 
available  to  help  identify  special  referral  resources,  to  match 
these  with  client  needs,  and  to  coordinate  appropriate  linkages. 

The  qualifications  recommended  for  each  lr.   ,ke  position  will  vary 
according  to  the  duties  assigned,  tfie  current  staffing  patterns  and 
qualifications  available  in  the  program  a-  a  whole,  and  the  salary 
scales  or  employment  situation  in  the  area.    Obviously,  a  program 
with  only  a  few  treatment  staff  positions,  which  are  currently 
filled  by  state-certified  counselors  without  college  degrees,  will 
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not  be  likely  to  hire  a  professional  social  worker  as  tfie  intake 
specialist,    m  contrast,  intake  workers  with  advanced  degrees  and 
several  years  of  qualifying  experience  may  be  preferred  at  another 
orogram  but  be  financially  impracticable  in  the  total  staffing 
fplan,    m  general,  the  primary  diagnostician  for  an  intake  compo- 
nent shoulc  have  at  least  2  years  of  qualifying  experience  under 
superv,sion  m  a  clinical  setting,  preferably  ir,  a  substance  abuse 
treatment  agency,  and  have  a  college  degree  in  the  humanities  or 
social  sciences.    An  advanced  degree  in  guidance  or  rehabilitative 
counseling,  social  work,  or  clinical  psychology.^  be  substitute 
for  experience.    Likewise,  extensive  clinical  experience  and  train- 
ing can  be -substituted  for  educational  experience.    Experience  is 
generally  preferred  in  therap< jtic  communities  because  of  the 
knowledge,  skill,  and  attitudes  developed.    Programs  reevaluating 
their^  intake  services  would  be  wise  to  place  a  member  of  the  senior 
professional  staff  who  has  the  best  skills  as  the  head  of  the  in- 
take component,  no  matter  how  the  other  duties  are  assigned  or 
rotated. 

The  match  of  staff  members'  personal  characteristics  with  those  of 
the  population  in  treatment  is  another  concern  when  hiring  or  rede- 
ploying personnel.    The  issjie  of  women  on  staff  and  as  intake  work- 
ers can  be  approaches  from  several  perspectives.    Women  applicants  • 
will  form  more  positi/e  impress'" ons  if  at  least  some  program  staff 
are  women  working  in  positions  other  than  secretary  or  clerk.*  Pro- 
grams serving  onl^  female  clients  may  elect  to  havetonly  women  on 
staff,    in  developing  intake  components,  however,  most  programs 
will  consider  a  mixture  of  demographic  factors,  including  sex,  f  it 
reflect  the  characteristics  of  the  target  population.    Some  balance 
is  generally  needed  to  represent  different  age  groups,  races!"  eth- 
nic backgrounds.,  sexual  prefe  ences,  drug  or  aicohoi  'abuse  experi- 
ence, and  professional  orientation.     Sex  is  only  on*;  factor  in  the 
match  of  skills  and .experiences  with  functional  requirements  and 
client  preferences 

* 

Established  programs  will  probably  not  hire  new  staf.    lor  intake  as 
they  review  their  efforts' to  attract 'women,  but  they  can  retrain 
current  personnel  and  consider  replacements  as  opportunities  arise 
The  sensitivities  of  current  workers  to  the  characteristics  and 
needs  of  chemically  dependent  women  can  be  heightened  by  good. staff 
training.     This  may  be  accomplished  through  semioars,  workshops,  or 
staff  meetings.     Some  suggested  topics  include  tlfe  following: 

•  Research  findings  on  characteristics  of  chemically  depend- 
ent women; 

•  Appropriate  community  resources  for  women; 

•  Chanpn^  family  roles  and  responsibilities  of  women  and  the 

reactions  jf  males; 

•  Alternative  career  opi>crtunities  for  women; 

•  Sf?<ual  assault,  harassment,  and  incest;  , 
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•  Feminist  rt  groups;  * 

•  New  concepts  ^  .-^lity; 
.  •  Domestic  violence; 

•  Ant  a  pornography  campaigns; 

•  Day  care  concepts; 

•  Management  of  pregnancy  in  addicted  women; 

•  Patterns  of  alcohol,  cigarette,  and  drug  consumption  among 
women;  and 

•  Staff  attitudes  toward  women  clients. 


STAFF  BEHAVIOR 

«  i 

A  complete  list  of  dos  and  don'ts  for  intake  vorkers  to  guarantee 
that  their  actions  and  attitudes  i  ill  be  unobjectionable  to  all 
women  is,  of  course,  impossible      Wha.  offends  one  woman  may  not 
bother  another.     But  frank  examination  of  current  practices  and 
open  discussions  during  staff  training  sessions  may  be  needed  to 
raise  the  consciousness  of  staff  members  aboyt  how  certain  actions 
can  affect  selected  female  subgroups  during  intake.  Unintentional 
slights  to  racial,  ethnic,  age,  or  handicapped  groups  are  legion. 
Rapid  exploration  of  marital  problems  or  sexual  vaiues  with  a 
Puerto  Rican  woman,   for  example,  may  be  an  unacceptable  breach  of 
manners,  as  is  constant  direct  eye  contact  *(ith  a  Native  American. 
Resolution  of  such  issues  as  how  to  greet,  touch,  smilt   at,  ia'Kjh 
with,  or  show  empathy  for  different  typ^s  of  women  can  be  a  valu- 
able step  toword  improving  intake  services. 

Some  male  staff  memoers  will  need  to  guard  against  chauvinism  and 
stereotyping.     They  should  not  expect  women  to  be  more  patiept  than 
men  in  waiting  for  services  or  to  be  "crazier,"  sicker,  more  emo- 
tionally volatile,,  dependent,  or  manipulative  than  their  male 
coun  tei., /arts . 

Other  potentially  offensive  behaviors  by  st<»ff  members  are  choice 
of  language,   form  of  address,  and  clothing  style.     Although  few 
women  today  express  shock  at  foul  language,   too  much'  "street  talk" 
is  both  unprofessional  and  un      es&ary  during  an  intake  interview. 
Applicants  may  be  asked  what  t    x\  of  address  they  prefer;  "Mary" 
may  be  too  informal  for  an  old-fashioned  grandmother  and  »"Ms.  Jones" 
even  more  offensive.     Similarly,  overly  stylish  or  expensive  cloth- 
ing worn  by  counselors  may  be  peiceived  as  intimidating  bv  womerV  of 
lower  economic  status.    Other  styles  will  be  criticized  as  too 
"hippy"  or  shabby  and  interpreted  as  unprofessional  and  demeaning. 

Because  mus"  women  who  come  to  intake'are  depressed,  easily  'dis- 
couraged, and  pessimistic  about  their  self-worth  (Col ten  1979;  Reed 


fro.  these  !Len  Tnei  low  Llf^  neCeSS"ry  '°  *Uclt  res^nses 
cism.  and  inMke'stX  n  ^  tolerates  little  criti- 

from  their    ,lt       L^m  hdW  <°  r6aCh  out  to  extricate  women, 
ir  isolation  and  play  up  their  strengths  and  skills. 

Although  some  women  will  be  <,t>n,  i 

intake,  others  may  throw  up  £ I'llTo  "resil  n°naSSe"1VP 

ing  out  frustrations  ard  hL^  i "  ^  resistance,    including  act- 

Such  provoca  tactions  2    ' e'col r^""*- 
tions  and  assurances  ^rhP.  COJ"cered  with  positive  su^es- 

to  break  the  vicious  cycle  n         conf^"tional  reactions  m  orSer 
e  vicious  cycle  of  poor  performance  and  rejection. 

^eV^rSr^!::^1!  GXt"  •"-««•   tension  and 

tions  sho« ic  oe  TaZTll  IZ'Tu     f01™""™  «■  -struc- 

necessary.    Written'naterLls  *  a"d  reJ*^  *•  often  as 

port  important  infor^t  o  ^J^ot  bf  '"T  ^  SUp" 

petsonal1Zed  discussions,  howeve^    J  "         b6  a  for 
with  a  curt,  "Here    read \hfT    w'     ?         Uld  "ever  b<  distributed 
.       .  Here,  read  this  and  ask  questions,  if  you  have  any  - 


wno 


awa 


,  ^    t  neLQ  n€1^  with  their  own  feelma*;  i  *  -v-i™ 

lems     t  ^  eaachlnce-to^rnl^  '°  "*  ^ 

couragmg  tl  inSke  worker      T",  ^  "  treatmen'-  can  be  dis- 

and  ovlr'agam  add    to    he  e  f  St"'"9  ^  —  °™ 
viewer         ho       ,<>  tnese  frustrations.    A  good  intake  inter- 

peutic  ^  p    o9  hrsta6  ft1:  *  Riding  chera- 

anit  per-odicalS'  gr°UP''    V  rotaftln^  c°  a  treatment 

of  daSTSaS       h,  receiv^"<3  adequate  time  off.    One  form 

"  Jn  i  ''    'ntake  workers  naturally  soe,  di  -er-ion 

Kis  tsTvMu^le^r'6331^  r°Utln6  by  ^'^  ° 

ron  ^        ?  reductljn  ^  .ndulged  m  while 

.ron,  .he  applicants'  nearmg  m  a  staff  lounge, durin/br'aks 
orate  space  for  relaxation  in  3n  intake   nl,  aC  'n  br'-aks; 
eat  or  condKt  personal  business  away  fZ  ^fc"  "° 

CONDUCTING  THE  PRELIMINARY  SCREENING 

Xh^iagnostic  assessment  and  intake  pro  es,  „  ,hv  lniMl,     .  . 
£  treatment,  ana  it,  acti-     ...  Jdn  ob  ,ilv,d^  l„;„1"^,,.tt1   ^ !' 
jteps:    preliminary  u,-   ,,ent.  diagnoctu   ev!l„?    „    a' ,  t' 
|ent  recommendations  and  referral.    Th.s  cotton  .ddre^e     , 1  " 

•    ^Hanation    .f  the  intake    ,„  ,  h(i        ,„  ,r 

■«en.?,  ,nd  voluntary  ,  onsen r   r.  ,..„.»..,„.       '  ' 


e 


Deferminat-Vjn  of  the  ma  jot'  mots  . 
I'lentihcdMon  of  emerqency  -,it,j„t  i 


ii  '  t<'.ii  "i-i  •    ,„  , 

•>  tn»»     b  JI  I  if) 
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to  the  continuation  of  the  diagnostic  assessment  tnat  will 
require  immediate  diversion  from  the  intake  process. 

•    Verification  of  applicant  eligibility  tor  treatment  and 
continued  intake  processing  or  refer," il  "o  a  more  appro- 
priate resource.  „  - 

these  three  parts  are  interrelated  and  Jo  not  necessarily  follow 
this  order  Although  they  .are  depicted  as  following  one  another  in 
figure         The  guidelines  presented  in  this  section  suggest  ap- 
proach efPlai  lor  ed  to  the  needs  and  problems  of  women. 


EXPLANATION  OF  THE  INTAKE  PROCESS < 

Intake  begins  with  the  fust  contact  the  applicant  nas  ^ith»the 
treatment  program:     by  telephone,  through  a  referring  agency,  or 
by  walking  in.    The  receptionist  or  intake  worker  must  answer  basic 
questions  about  the  services  provided  and  describe  the  intake  proc- 
ess.    A  short  brochure  or  written  instructions  can  be  helpful 
Such  a  to->l  may  be  sent  to  telephone  inquirers  or  presented  at  the 
first  appointment.    A  written  description  will        useful  for  later 
reference  to  provide  the  client  with  a  more  df tailed  explanation 
qf  the  purposes  and  results  of  each  procedui-  .    A  woman  with  high 
anxiety  about  entering  treatment  may  not  understand  long  oral  ex- 
planations but  will  feel  reassured  by  a  written  reminder  of  any 
directions  she  must  fallow  and  a  simple  description  of  what  she 
car.  expect.     Important  educational  information  can  also  be  imparted 
through  this  medium,  explaining,   for  example,  the  need  for  an  alco- 
hol nistory  it  liver  damage  is  saspectec^or  the  importance  of  b)  rth 
control  practices  for  stabilized  methadone  clients.  , 

Intake  workers  can  use  the  brochure  or  an  oral  Jialoj  to  exj lain 
(1)  how  long  the  intake  process  will  take,    12)  what  is  involved  and 
why,    { V  how  a  treatment  referral  will  be  madi ,    14)  what  safeguards 
are  taken  to  protect  confidentiality,   «5)   -ha?     onsent  forms  must  ^ 
be  signed,  and  (6>  what  eligibility  tests  r        w  "Kit  before  the  * 
intake  process  can  continue. 

After  this  explanation,   the  inquirer  should  be  asked  whether  or 
not  she  wishes  to  apply  for  services  and  to  continue  the  intake 
pro':es->.     Some  telephone  callers  mav  not  be  ready  to  make  a*i  ap- 
pointment or  may  need  help  not  offered  by  V.€  treatment  prn.jr:m. 
•Referral  to  a  more  appropriate  resource    hould  be  offers. 

The  applicants  who  visit  the  prour  i...  may  net  nav<    made   iJequate  ar- 
rangements to  continue  intake  -n  the  same  '*  iy'.     A  young  mother,  for 
example,  mav  have  to  hurry  home  *o  qreet  .   '  .olchildren.  Other 
applicants  mey  have  arrived  too  "high     to  complete  intake  and  wil' 
need  to  reschedule  an  appointment.     This  is  always       liffi-ult  sit- 
uation for  pro?ram  workers,  hvrfever,  because  a  woman's  tie-  lsion  t> 
enter  treatment  may  be  tenuous,  and  women  who  <io  not  -omplete  m- 
U  .e  on  1  he  first  dav  often  either   tail  to  r-turn  'U   i-turn  only 
when  they  are  in  another  crisis.     The  staff  mast   be  per sf. tent 
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—  interviews 
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confidentiality  safeguards 
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crisis  intervention? 


Registration 


Document  bBsic  information 
Sign  consent  forms 
Verify  eligibility 

—  name,  addiction,  insurance,  age. 
residence,  etc  ' 


no 


Refer  to re 
expropriate  resource 


yes 


Refer  to  hospital  or 
inpatient  facility  for 

—  trauma 

—  overdose  or  severe 
withdrawal 

—  acute  pain  or  illness 

—  psychosis 


Return  to  intawe 
process 


FIGURE  1.    Th<.  preliminary  screeni 
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order  to  complete  intake  on  the  same  Jay  or  to  followup  with  tele- 
phone contacts  if  a  woman  Leaves  early,  promising  to  return.     Ir  ' 
iiuch  situations,  staff  should  obtain  basic  permission  to  record  the 
applicant's  name,  permanent  address,  telephone  number,  and  conven- 
ient time  for  calling  her  to  discuss  the  treatment  services.  The 
intake  worker  may  also  request  tne  name  of  «  friend  or  family  mem- 
ber who  will, know  where  the  applicant  is  and  has  written  permission 
from  whe  applicant  to  discuss  h< r  treatment  needs. 

DETERMINING  TREATMENT  MOTIVATION  AND 
POTENTIAL  BARRIERS 

The  preliminary  assessment  of  applicants  t*kes  only  a  few  minutes 
but  should  be  conducted  in  privacy  by  an  assigned  staff  member,  not 
in  the  waiting  area  by  a  distracted  clerk.    .It  is  in.poi  tant  to  take 
time  for  introductions  and  a  few  pleasantries  that  will  establi^n 
the  interviewer's  interest  and  concern.    The  intake  counselor  should 
♦carefully  observe  the  woman's  responses  and  note  how  she  answers 
questions:     whether,  she  is  relaxed,  in  pain,  hostile,  unduly  agi- 
tated, or  excited.     Body  language  as  well  as  verbal  contact  is  im- 
portant.   The  first  questions  should  be  casual  and  t.  an  include  how 
she  got  to  the  center,  who  accompanied  her,  or  how  she  is  feeling. 
The  purpose  is  a  brief  social  exchange  to  put  both  persons  at  ease. 

The  assessment  begins  with  questions  about  the  reasons  the  woman 
came  to  tnis  intake  unit  or  this  program  at  this  time.  Motivation 
to  seek  help  fo'r  a  drug  abuse  problem  is  almost  always  related  to 
an  immediate  crisis:     Something  has  happened  to'  make  this  day  or 
week  different  frqm  others.    The  applicant  may  have  contemplated 
treatment  for  some  time,  but  the  moment  of  decision  usually  hinges 
on  some  pressure,  large  or  small.    The  reason  may  be  as  simple  as 
a  ride  offered  b>  a  ;.ic;r.d  who  is  in  the  program  or  as  traumatic  as 
the  death  of  a  mate  from  an  overdose,  a  threat  from  protective  serv- 
ices to  remove  an  abused  or  neglected  child,  a  violent  fight  with 
a  punp,  pusher,  or  lover  who  is  the  drug  surely  source,  or' physical 
pain  from  an  abscess  at  the  injection  site. 

Treatment  entrance  for  the  chemically  depende.it  woman  is  often  pre- 
cipitated by  somewhat  different  crises  than  those  experienced  by 
men.     Some  of  these  differences  have    ) ready  been  mentioned  in  the 
earlier  comparison  of  admissions  characteristics.     Two  differences 
are  worth  repeating: 

•    Women  are  much  more  likely  than  men  to  cite  health  problems 
as  the  motivation  for  seeking  treatment  (Andersen  1979; 
Tucker  1979) .    Addicted  men,  in  contrast,  perceive  their 
drug  problems  to  bt:  more  severe  than  do  women  (Tucker  1979). 
Ihis  dif Terence  may  reflect  socially  acceptable  sexual  ster- 
eotypes:   Women  are  more  likely  to  seek  medical  assistance 
for  physical  problems  that  may  be  stress-related,  whereas 
men  can  retain  a  male  mythology  of  strength  if  they  describe 
a  drug  problem. 
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Women  entering  treatment  have  experienced  more  stressful 
life  situations  in  Use  month  before  treatment  than  other 
nor.addicted  women  or  comparison  men.    fhe  most  frequently 
encountered  problems  in  addition  to  health  are  finances, 
childxeanng.  family  situations,  and  other  personal  and 
social  relationships  (Tucker  1979).    Addicted  women  less 
frequently  come  to  treatment  because  of  pressures  from  the 
criminal  justice  system.    These  women  are  suffering  from 
loneliness  and  isolation  and  desire  more  meaningful  rela- 
tionships, yet  they  have  seldom  sought  assistance  for  in- 
terpersonal problems  and  may  not  easily  enter  into  intimat- 
discussions  or  know  how  to  identify  emotiona'.  dissatisfac-" 
tions  as  stresses. 

m°tlVat*on  for  treatment  provides  clues  to  the 
applicant's  lifestyle,  treatment  expectations,  the  immediacy  of  any 
crises,  and  other  persons  who  should  be  irvolved  in  the' treatment 
aaencv       ^  ^  an  ^oyer  f  or  another  socia 

S  t0  *  inf0nned  °f  placement  and  progress/ 

Family  members  may  accompany  the  applicant  to  the  facility  and  may 

T    t°1hear  ab°Ut  treatinent-    Permission  forms  Vill  be  needed 
from  the  applicant  before  information  is  released. to  anyone  for 
any  purpose.  ^  7 

In  addition,  the  applicant's  current  drug  status  also  should  be  in- 
vestigated during  the  preliminary  assessment.    This  is  necessary  to 
determme  her  physiological  addiction  status  and  imminent  or  cur-  . 
rent  withdrawal  or  overdose  symptoms.     The  interviewer's  observa- 
tions will  confirm  or  raise  doubts  about  answers  to  t.ie  following 
questions:  "  * 

•  What  is  the  general  pattern,  and  substance  abuse  history  of 
the  applicant? 

•  What  drug (s)  is  she  currently  using,  in  what  amounts  (dos- 
ages) at  what  frequency  levels.,  in  what  combinations,  by  * 
what  route(s)  of  administration,  and  how  long  has  this  pat- 
tern continued  over  the  past  2  to  4  weeks?* 

•  What  drug(s)  have  been  taken  in  the  past  24  to  72  hours? 

•  How  is  the  applicant  feeling  now?  ^ 

An  experienced  counselor  can  evaluate,   f-om  this  information 
whether  the  woman  can  continue  the  incerview  and  complete  the  in- 
take process  in  relative  comfort  and  with  adequate  attention  and 
responsiveness.    Many  applicants  will  be  mildly  high  at  intake 
Reassurances  may  be  necessary  that  intake  will  be  completed  or  that 
symptomatic  relief  will  be  available  ,>efore  withdrawal  begirs 
Care  should  be  taken,  however,  not  to  ignore  or  discount  a  woman's 
descriptions  of  her  physical  discomfort  as  mere  e>  iggerations'  Be- 
cause women  are  culturally  allpwei  co  complain  and  express  pain, 
some  staff  members,   femcrli   as  well  as  ma?es,  may  assume  that  all 
symptoms  are  distorted.     Laboratory  testing  and  medical  examination 


can  help  distinguish  the  severity  of  the  situation  more  objectively." 
Si >port  and  empathy,  however,  should  not  be  withdrawn  even  when  ex- 
aggeration is  displayed. 

Although  the  intake  assessment  may  be  aborted  at  any  point  if  major 
barriers  are  discovered,  several  emergency  situations  may  become 
obvious  in  the  early  screening  or  when  a  woman  arrives  at  the  fa- 
cility.   The  following  symptoms  or  situations  require  immediate 
action  and  deviation  from  the  routine  assessment  procedures.  The 
assessment  of  some  of  these  problems  is  expiaired  more  fully  in  a 
later  section: 

•  Physical  trauma  or  visible  injury;  m 

•  fever  and  severe  specific  or  nonspecific  pain; 

•  Symptoms  of  overdose  from  various  drugs   (e.g.,  coma,  res- 
piratory depression,  r./stagmus,  convulsions,  delerium, 
incoherer.       extreme  paranoia 'or  emotional  instability, 
hyperactivity ,  tachycardia,  cardiac  arrhythmias) ; 

•  Severe  wxi     .  awal  symptoms,  especially  from  oaL.,i£5rates , 
alcohol,  tr  Htquilizers,  or  combinations  of  drugs  (e.g.', 
tjremulousness,  agitation,  confusion,  convulsions,  abdomi- 
nal cramps  with  diarrhea  and  vomiting,  severe  depression); 

\ 

•  Severe  reactions  to  drugs,  especially  hallucinogens  or 
phencyclidme  <PCP),   that- mimic  psych<-  ,ic  behavior; 

•  Suicidal  threats  or  actions; 

•  Violent  actions  or  threats; 

•  Visible  jaundice,  or 

•  Hsychotiu  behavior  manifested  irv  hallucinations,  paranoia, 
hysteria,  manic  states,  'disorientation,  extreme  anxiety 
and  fear,  or  other  dysfunction. 

r 

All  of  tuese  situations  require  medical  or  psychiatric  interven- 
tion,  usually  at  an  inpatient  facility.     Some  fntake  units  have  the 
capability  to  further  assess  the  problem  onsite,  where  a  physician 
can  complete  a  rapid  urino  sample  screen  or  physical  examination, 
tor  example,    staff  in  other  units  without  direct  onsite  medical 
assistance  necS  clear  criteria  about  who  to  refer,  where,  ar^d  with 
what  symptoms.     A  physician's  consultation  should  be  sought  for 
these  standards . 

Intake  unit  staff  in  all   facilities  should  be  well  prepared  to  dis- 
tinguish emergency  situations  and  to  take  predetermined  actioi  s. 
Two  stepP  are  Involved. 
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1.    Training  in  emergency  procedures  to*'  assist  the  anni 
until  a  referral  is  made  (which  may  be^rovSed  by  the 
consulting  physician);  and  °viaea  oy  the 

2'    In^J^TmentS  Preselect<^  facilities  to  handle 

to  fLn  >VmeTnCleS  and  "P-to-date  information  on  how 
to  facilitate  referrals  (see  chapter  S) . 

When  a  distressing  emergency  occurs  at  an  intake  facility  .t.ff 
should  know  in  advance  how^o  handle  it,    They  must  do  Ihe  following 

*  Sat  Ss  f  h^6SSed  W°f "  i0  3  Pred"ignated  private  space  ' 
Sled  J  °r  C°UCh  S°me  *™*<3<™cy  equipment  (e.g.,. 
c^ff  firlt9  /UPPrfSSOrS  f°r  c°nv«^i°"s,  a  blood  pressure 
Z  ti  t  3ld  CuPPlles>  naloxone,  ipecac,  etc. /depending 
7J  t  °f'Staff  and  P^^in-ity  to  assistance*  This 

't'T  St°PS  Pani°  or  hvsteria  other  clients 'and 

calms  the  victim  and  any  family  or  friends  who  may  be  wSh 

#  wlS9?x!  C°UnSelor'  nurse>  °r  °ther  staff  member  to  stay 

"™  "  assessed  or  help  is  summoned.     This  person 
should  know  how  to  respond  to  the  Oman's  needs  wS"  Ye- 

coU'ect  1  *»!■  Person  should  continue  to 

collect  important  information  about  the  applicant's  name 
address,  telephone,  next  of  kin.  hospitalization  insurant 

-  whe  problem.    This  may  bsUbj»ined  from  a  person  who  accom- 
panied the  woman  to  intakeTifV^ecessary. 

•  Assign  a  second  person  to  arrange  for  necessary  help  or  as- 

t^Tt    y  CaUln9  an  the  hospital,  etc!  This 

'       ht     ,     ^  ln  3  S6Parate  r°°m  so  that  the  situation  can 
be  evaluated  more  objectively  and  rationally;  reports  can 
be  made  periodically  to  the  staff  member  who  is  with  the 
applicant. 

S^ref^  .drian9ements  between  the  intake  unit  and  necessary  fa- 

f  !«H,       emergencies  should  specify  policies  and  practices 
at  each  facility  so  that  precious  time  is  not  wasted  when  services  • 
are  needed.^  The  following  types  of  facilities  should  be  included: 

*    HosP^tal  emergency  rooms  equipped  and  experienced  in  treat- 
S  XnJ  f1"9  overdoses,  especially  from  barbiturates  and  other 
sedatives,  tranquilizers  (benzodiazepines),  narcotics,  anal- 
gesics, combinations  with  alcohol,  and  severe  reactions  to 
hallucinogens  such  as  LSD,  PCP,  the  major  tranquilizers, 
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Inpatient  hospital  or  frPPStandinq  medically  g„p„  „ 

detoxification  facilities  that  will  accept  womln^wiihdTav.- 
ing  from  barbiturates,  alcohol,  tranquilizers,  amphetamines, 
narcotics  (with  complications),  and  combinations^  tnese 
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drugs.     (Only  severe  cases  in  which  the  applicant  is  too 
sick  to  continue  intake  should  be  referred  at  *his  point 
before  an  assessment  is  completed;  otherwise,  postdetoxif i- 
cation  treatment  may  be  delayed.) 

•  Hospital  clinics  or  medical  services  that  treat  hepatitis 
and  other  liver  disease  and  disorders,  renal  dysfunctions, 
heart  problems,  dermatologic  infections,  and  other  bacte- 
rial infections.  « 

•  Psychiatric  hospitals  or  residential  mental  health  facili- 
'          *  ties  that  accept  chemically  dependent  women  who  are  sui- 
cidal, manic,  violent,  psychotic,  or  dysfunctional,  perhaps 
from  drug  reactions. 

•  Dental  clinics  that  accept  women  for  emergency  services. 

•  Temporary  shelters  for  Women  and/or  children  that  accept 
persons  who  have  been  sexually  assaulted,  physically  abused 
or  threatened,  locked  out  of  a  house,  or  otherwise  left 
without  housing. 

•  Protective  services  and  temporary  foster  care  placement 
services  for  children  who  have  been  abused,  neglected,  or 
need  temporary  care  during  a  mother's  emergency. 

•  Transportation  services  that  can  deliver  women  in  need  of 
assistance  to  their  destination.    These  can  include  rescue 
squads,  ambulances,  police  cars,  volunteers,  and  taxicahs 
Taxi  fares  can  be  prepaid  from  a  petty  cash  fund. 

Whenever  a  prospective  drug,  treatment  client  is  referred  to  a  hos- 
1         pital,  clinic,  or  psychiatrir  resource  be fore  the  intake  process  is 
completed,  it  is  important  to  establish  that  the  woman  will  be  re- 
ferred back  to  intake  after  discharge  or  when  the  emergency  eva1  la- 
tion  is  completed.    Once  the  immediate  crisis  is  resolved,  fu^  er 
treatment  for  drug  atyise  may  still  be  necessary.    Or  some  occasions, 
the  dr  g  treatment  applicant  will  remain  a  primary  client  of  the 
facility  to  which  she  was  referred,  but  consultation  between  the 
two  facilities  can  work  this  out.     In  other  words,  the  intake  unit 
has  an  obligation  to  track  any  applicant  until  she  is  firmly  com- 
mitted to  a  primary  treatment  resoutce,  whether  or  not  the  intake 
process  is  interrupted  by  crises. 

r*oilowup  on  all  referrals  from  the  intake  component  can  be  accom- 
plished if  each  case  is  recorded  in  a  central ^referral  logbook  by 
date,  with  additional  columns  foi  the  applicant's  name,  problem, 
consent  for  foilowup,  referral  resomu   ~    tact  and  tr^ephone  num- 
oer,  and  outcome  status.    An  assigned  t.  worker  should  period- 

ically contact  the  referral  resources-  (e.g.,  hospital,  detoxifica- 
tion center),  provided  that  written  permission  was  obtained  from 
the  applicant  prior  to  the  referral*  and  note  decisions  regarding 
any  continuing  need  for  the  program's  services       other  outcomes. 
This  activity  requires  time  anu  commitment,  but  a  regular  review 
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'  ^tSS^br^j0;^  *e  frequency  and  tyFes  °f 

or  impact  resources  »"•<>.  and  their  responsiveness 

VERIFICATION  OF  ELIGIBILITY 

and  consistent  procedures    or  Its  task  Sh?uld.haV6  Clear 

state  evidence  required  for  ™,        .  ■  Sample,  it  should 

tificate,  driS^SLS    ^pUcantuldentification-birth  cer- 

residence,  addiction  hiJo™    alldate  tother  criteria  such  as  age, 

\  restrict^  or  crTte^  aTr^'s"  T^T  ^tl^^- 

plained  to  each  aoolic^      f  *    h°Uld        th°roughly  ex- 

•  Basic  registration  information; 

•  resenting  problem  and  motivation  for  entering  treatment; 

•  Summary  of  current  drug  abuse  status  and  past  treatments; 

•  Consent  to  medical  examination*,  (to  be  scheduled) 

written  questions  should  be  appraised  Tirlt         t       ^  t0  tte 
selor  explaining  the  form  or To^  eSng  "  for^T  ^      ^  C°Un_ 

SEK^KKtS  r  havT  l° be  ^ ;  -    £2:  t 

,tion  that  will  b^e^US  imp°rtance  of  the  informa- 

=?L^  ess1?:  P^tUn- 

selor  for  further  diagnosis,   treatment  planning,  and  orientation 
COMPLETING  THE  DIAGNOSTIC  ASSESSMENT 

The  second  and  major  phase  of  intake,  following  the  preliminary 
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appropriate  to  its  therapeutic  objectives,  staff  resources,  and 
applicant  group  characteristics,    The  following  subsections  provide 
guidelines  for  this  process  that  parallel  necessary  decisions  in 
four  areas: 

1.  What  information-gathering  methods  will  be  used  for 
assessment? 

» 

2.  In  what  sequence  will  data  be  collected? 

3.  What  forms  and  format (s)  will  be  used  to  record 
information?' 

4.  What  focus  jireas  and  specific  questions  will  be  covered 
in  the  <  ".agnostic  process?  , 


ASSESSMENT  METHODS 

Intake  assessments  usually  entail  four  methods  that  complement 
each  other,  help  assure  the  accuracy  of  the. data  collected,  and 
contribute  to  a  richer  understanding  of  the  whole  woman*.  These 
methods  are  as  follows: 

•  Interviews  with  the  applicant,  family  members,  or  other 
%  involved  resources,  using  both  structured  questions  to 

gather  a  comparable  data  basr  of  similar  information  ;or. 
all  'respondents  and  open-ended  questions  to  elicit  more 
personalized  information? 

•  Tests  to  augment  the  interviews  by  laboratory  examination 
,  of  bodily4specimens,  measures  of  physical  status  (e.g., 
'blood  pressure,  weight,  temperature),  or  measures  of  psy- 

^  chological  functioning  (e,g.,  paper-and-pencil  tests  scored 

.'against  norms  established  for  similar  populations); 

•  Observations. of  the  physical  body  ('through  medical  exami- 
nations by  the  doctor)  and  of  the  individual's  personality 
characteristics  (expressed  in  behaviors,  speech  patterns, 

*  and  appearances  noted  by  the  interviewer);  and 

•  Review  of  records  that  have  bearing  on*  the  topics  under 
study  and  are  forwarded,  wit.h  the  expressed  cc  <?ent  of  the 
applicant,  frcm  other  sources  sucn  as  previous  treatment 
programs,  other  community  agencies,  schools,  criminal  jus- 
tice system  representatives,  or  health  care  ^inics. 

The  primary  differences  in  these  assessment  methodologies  are  out- 
lined in.  exhibit  2.  , 
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EXHIBIT  2.— Differences  in 
assessment  technologies 


Assessment 
Methods 


Procedure 


Accuracy 


Interviews 


Tests 


Involves  guided  interac- 
tions between  the  inter- 
viewer and  the  respondent. 


Compares  .individuals  with 
group  norms  established 
by  other  raters. 


Observations  Compares  individuals  with 
group  norms  established 
through  the  observer's 
own  experiences. 


Records 


Provides  another  person's 
perspective  on  same  appli- 
cant's behavior  or 
characteristics. 


Depends  on  rapport  estab- 
lished through  skill  of 
the  interviewer  and  posi- 
tive attitude  of 
respondent. 

Depends  on  reliability/ 
validity  of  the  test  with 
a  similar  population. 

Depends  primarily  on  the 
astuteness  and  experience 
of  the  observer. 


Depends  on  $he  correspond- 
ence between  information 
in  the  same  categories. 


/ 


Guidelines  for  eliciting  information  in  the  "interview  follow 


1. 


Start  the  interview  wi,fh  „  clear  intvodurt.lnn,    statp  ^ 
purpose  of  the  interview;  provide  assurances  that  confi- 
dentiality will  be  protected  by  saying  how  records  will 
be  documented,  stored,  released,.,  etc. ;  estimate  how  long 
the  interview  „in  take;  and  offer  to  stop 'for  a  break  if 
the  respondent  tires.    Also,  introduce  each  new  section 
or  the  interview  with  a  brief  explanation  of  its  content 
and  purpose. 

Tailor  the  beginning  nf  the  interview  to  the  special  COn- 
cems  of  the  applicant.    Try  to  HPt-0™;„„         !, rriic3nt.- 
emotional  status  from  the  presenting  problem (s)  and  then 
begin  the  interview  with  a  related  focus.    If  she  appears 
reticent  and  reserved,  start  with  the  least  threatening 
or  anxiety-provoking  material,  such  as  educational  or  med- 
•  ical  i.istory.    Move  right  into  relationships  or  legal 
problems  if  the  applicant  is  primarily  concerned  -ith 
these  issues.     In  an  emergency,  obtain  crucial  core  data 
as  rapidly  as  possible  from  any 'available  source.  • 

Respect  privacy  or  a  refusal  to  respond.    Be  sensitive. 
Let  t..d  client  know  ahead  of  time  that  she  has  the  right 
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to  refuse  to  answer  questions.    Avoid  questions  that  seem 
to  embarrass  of  offend  her  by  going  on  to  other  subjects 
and  returning  to  the  topic  only  when  the  applicant  is  more 
relaxed  and  comfortable.    Do  not  probe  when  there  is  ac- 
tive resistance;  this  can  be  noted  for  a  later  counselor 
to  irvestigate , 

Set  the  tone  for  open  communications  and  discussions.  Be 
direct,  candid,  and  casual  in  your  approach.    Try  to  stim- 
ulate free  answers  by  asking  open-ended  questions  that  S 
can't  be  answered  by  a  simple  yes  or  no,  but  don't  let  the 
responses  wander  aimlessly.    Don't  interject  your  own  bi- 
ases or  comments  as  you  phrase  the  questions. 

Listen  actively  and  attentively.    Focus  your  attention  on 
the  prospective  client  to  encourage  her  responses.  Pro- 
vide feedback  about  information  and  feelings  expressed  by 
acknowledging  their  reality  and  validity  without  sounding 
superficial  or  falsely  reassuring. 

Keep  cool  and  control  your  responses.    Remain  patient  and 
t^actful,  even  if  provoked  by  unwarranted  hostility,  re- 
sentment, or  misunderstandings.    Defensiveness  and  anger 
are  not  useful.    The  immediate  task  is  to  get  the  prospec- 
tive client  into  treatment,  fogi  to  change  her  behavior  on 
the  spot.    Recognize  your  own  feelings  of  frustration  or 
anger,  but  become  comfortable  enough  with  the  situation 
to  channel  them  appropriately  without  succumbing  to  argu- 
ing, scolding,  or  making  sarcastic  remarks. 

Watch  for  symptoms  of  drug  reactions.    Recognize  the  po- 
tential  impact  of  drugs  on  the  applicant's  responses,  not- 
ing variations  in  behavior  or  mood  swings  during  the  in- 
terview that  may  reflect  different  states  of  intoxication 
and  withdrawal.    The  overall  validity  and  accuracy  of  the 
responses  should  be  questioned  if  the  applicant  is  obvi- 
ously "high"  or  s^ck. 

Phrase  questions  to  evoke  useful  and  accurate  responses. 
Use  simple  language  and  askj brief  questions,  one  at  a 
time.     Be*  as  specific  as  possible  about  the  timeframe  or 
the  context  of  the  answer  you  are  soliciting  and  repeat 
the  question  a  second  time,  in  a  different  way,  if  the 
applicant  has  difficulty  understanding  it.    Know  the  con- 
tent areas  o£  the  questionnaire  you  are  completing  and 
pursue  the  essence  of  each  subject  rather  than  read  each 
item  perfunctorily  from  the  form.    Stop  to  record  coded 
data  for  information  systems  such  as  CODAP;  rough  notes 
will  usually  suffice  to  document  other  questions  until 
after  the  interview  is  completed,  however.    Stick  to  ques- 
tions asking  "what"  and  "how"  rather  than  "why,"  leaving 
interpretation  of  causality  for  later  tnerapy  sessions. 
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.  j  tneit  aaiiy  alcohol  consumption  oar- 

hey  ^LeaJf  t0hdeny  drinkin9  pr°M-s  ">i»tflf 
t    9     SUCh  2  reeP°nso  would  ««?  more  acceptable  • 

packs?"    thP  V  dri?\ln  a  daV?    w°"ld  you  say  two  $ix- 

Similarly,  women  might  drop  their  defensives*  or  embar  ■ 
r.ssaent  .bout  discussing  sexual  traumas  if  the  ZtlT- 
viewer  appr  cached  such  questions  with  a  sJtemen  "  uch  as, 
A  lot  of  women  who  develop  drug"  problems  have  had  some  ' 

by  r:i«iveseX?e^ereS  SUCh  °r  sexual  —"SSc  ' 

Dy  relatives.    Have  you  ever  had  any  of  these  experiences 

"    ^j1",6.^6^1"510"  °f  thp  A  natural  way  to 

a    a    H  i"Jerv"w  13  with  a  brief  sugary  of  what  haPL>ned. 
a  description  of  „hat  can  be  expected  next,  and  an  invita- 
tion for  any  last-minute  comments  or  clarifications  The 

no  eTrthe8  °f  ^^ns  should  bf  ' 

no.ed  in  the  .records.    It  may  be  important  to  a  later 


ASSESSMENT  SEQUENCES 


^sitoaIenT,,Ced,,r8         USUaUy  se*»ented  and  spread  over  several 
days  to  a  TOnth.    Appointments  for  physical  or  psvchologxcl  Za" 
mations  are  generally  made  wxth  external  ,  .ntr actor,  or  iL^Ty 
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Outside  Referrals 


I 

•  Other  drug  programs 

•  Community  agencies 

i 
I 
I 
I 


Reception  and 
Registration 


Diagnostic 
Intake 


•  Appointments 

•  Identification 

•  Registration 

•  Consent  forms 


Prescreening  assessment 
Drug  history 

Personal  and  social  history 
Health  status  questionnaire 
Behavioral  observations 
Preliminary  treatment  plans 


I 


Psychological 
Examination 


Laboratory 
Testing 


Medical- 
Psychological 
Referrals 


Physical 
Examination 


Treatment 
Planning-Placement 
(Primary  Counselor) 


»  Additional  irvdepth  assessments 

•  Validation  of  drug/treatment  histories 

•  Coordination  of  findings/recommendations 

•  Negotiation  of  treatment  plan 

'  Additional  referral  arrangements 


FIGURE  2.     Intake  flow  chart 
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TlTttlL*1*  findin9S  may  be*1^'»«  difficult  to  tMcj/down 
(     The  intake  component  serves  as  a  broker  for  referral.  J.a 
■  mento.  whereas  the  primary  counselor  Zs\ °coor  inLTanT 
"emendations  >nto  ongoing  treatment  plans  and  Si! Sons ^ 

an  ^T/IT  t0  understand-  that  the  data  base-acqnired  to  assess 
iL  £2 iCant„ls  not  a  ^ted  information  set  but  father  i TJZrt*- 
xng  body  of  knowledge  that  is  continuously  expanded  and  modified 
~ TT"i  progressesf-    Some  programs  can  and  will  "eqSe  'that 
more  facts  be  available  before  a  placement  decision  is  made  and 

"ItTssj^;  r^r a  di-fferent  *^^&?5^5U 

quence  „m^!"  aPPr°a^«-  Decisions  about  the  assessment  se- 
exactjy  what  Lc  s"    y  lnV01-6  r6lated  decisi°"-  about  content: 

Programs  that  have  a  larger  percentage  of  readmitted  clients^ must 
also  consxder  how  to  reprocess  them  most  efficiently.  Related 
Physical  examinations,  for  instance,  may  be  unnecessary  If  the  cli- 
.     ion aire  3  ^ar,  but  a  health  status  ques-  . 

If  the  oriSn^    ,hK      9,16    t0  n°te  any  n6W  °*  emer*in*  Problems. 
h£f™  °    9       ,  *8  avallabla  and  can  be  carefully  reviewed 

hL'ricat  inT       "'"^  be^nS'  "P«ti«ou8  collection  oTother 
historical  information. can  also  be  eliminated  in  favor  of  new  data 
on  current  problems  and  events.  s 

DESIGN  OF  RECORDS-AND  FORMS. 

lentfaroart^rS  reC°rds,used  bv  an  ^  component  are  an  es-  ' 
carefutlv  dP  ?     *    clinical  recordkeeping  system  and  should  be 
diaono^L  f    ^       °  ""^  S6Veral  PUrP°ses       addition  to  their 

S    *  !"rS-  /ntake  ^  are  USed  b*  treatraent  staff  to 
continue  the  assessment  procpss  and  initiate  services,  bv  the  ad- 

'ar^T^t  SeCti°n  t0  meaSUre  thG  ac"f-ement  of  se  ected  pro- 
grammatic objectives,  and  by  the  evaluation  team  to  determine  cli- 

tnese f^"*  "  f°U°WUP-    Sta"  "P-sentatives?from 
^n<^10nal  areas  should,  therefore,  serve  together  on  a  pro- 
gran  record?  committee  with  overall  responsibility  for  design,  re- 
view, *nd  modification  of  all  clinical  records,     in  this  task  the 
records  committee  can  use  not  only  the  suggestions  o    other  sta  r 
members,  but  also  the  three  resource  manuals  published  -by  «ida: 

*  '  — ?iCal  PeC°rd  SyStem  f°r  DrUq  Abu"e  Treatment  Programs.  , 
National  Institute  on  Drug  Abuse  Treatment  Program  Mono- 
graph  series  No.  5._  DHEW  Pub1.  No.   (ADM)  78-689,  1978. 

*'  Cessment  Interviewing  for  Treatment  Planning.    The  Na- 
tional Drug  Abuse  Center  .for  Training  and  Resource  Devel- 
opment, NIDA  Training  Division.    National  Institute  on 
D.-ug  Abuse,  Rockviiie,  Md.,  1975. 


Drug  Abuse  Instrument  Handbook;  Research  issues.  National 
Institute  on  Drug  Abuse. DHEW  Putt.  No.   (ADMJ76-394,  1976. 
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This  committers  decisions  about  intake  records  will  involve  the 
following:  ^  *•  ' 

1.  Selection  of  the  most  appropriate*  of  several  specialized 
types  of  forms  for  client  assessments,  such  as 

a.'  Client  identification  and  registration  form, 

,b.  Personal  and  social  history  fqrm, £ 

c.  Health,  and  drug  abuse  status  fc|rm; 

d.  Physical  examination  form,  .  ^ 

e.  Laboratory  test  results  form,  and£ 

f .  Treatment-  admission  summajry  and  disposition  fprm. 

t  v 

2.  Selection  or  adaptation  of  supplemented  forms  tha£  will  ■ 
assist  intake  procedures,  including  ^ 

a.  Registration  logbook  for  applicant  contacts  and  ap- 
pointments? 

b.  Referral  logbook' for  followup  of  outside  referrals 
to  clinics,  hospitals,  medicaj  exams,  etc.; 

c.  Cl'ient  identification  number  assignment  ;log  with  al- 
phabetical cross-index; 

d.  Routing  slip  to  track  the  status  of  applicant's  rec- 
ords during  intake;  • 

e.  Consent  forms  for  medical  procedures,  methadone  main- 
tenance, release  of*  records; 

tf 

f .  Referral  slip  to  accompany  applicants  when  outside 
appointments  are  made;  and  » 


9- 


Information  sheets  that  deserve  intake  procedures, 
program  rules  and  regulations,  etc. 
»  * 
3.    Questions  about  the  layout  and  formatting  of  the  forms, 
including:' 

a.  Which  questions  should  have  forced-choice  and  coded 
answers  and  which  will  require  narrative  *  responses? 

b.  How  man/  carbons  of  each* form  are  necessary  and  what 
is  their  distribution  and  schedule  for  transmittal? 

c.  Where  should  the  person  completing  the  form  sign-  and 
*  date  it? 

d.  Should  space  be  left  for  summaries  and  comments  by 
the  intake  workers  and  counselors? 


:  erlc 


90 


93 


Designation  of  focus  areas,  question  content,  and  question 
order  on  the  forms.  (Further  guidelines  .for  this  22 are 
given  in  the- next  section.) 

5.    Directions  for  completing  the  forms  ahould  include: 

a.    The  staff  member  or  consultant/contractor  responsible 
for  completing  each  intake  form,    in  some  recordkeep- 
ing systems,   (see  sample  forms  in  the  NIDA,manual', 
Client  Record,  System  for  Drug  Abuse  Tr^t.m^  Pro. 
I'  3E^1.  National  Institute  on  Drug  Abuse  1978)  ,  client 

v    assessment  forms  are  structured 'so  that  crucial  items 
yre  asked  first  in  each^  categorical  settion  of  the 
interview.    This  basic  information  is  supplemented  by 
continuing  interviews  with  the  primary  counselor  that 
v    bui^d  on  the  initial  appraisal.  ' 

sanceU9!Un!:f !  son,etimes  ^sider  for™  to  be  a  nui- 

sance, the  time  spent  entering  clinical  observations  and  interview 
,  response^  in  the  records  helps  diagnosticians  to  review,  oiganlC 
and  assimilate  information  and  to  maxe  meaningful  judgments  and 
recommendations.  Unrecorded  mfn™;,nn.  *  ■  Judgments  and 
more  a»  wt  unrecorded  information  and  impressions,  further- 
more, are  lost  to  other  persons  who  must  treat  the  client  "Intake 
assessments  are  a  waste  of  valuable  time  ond.reso.rces  if  more  in- 
formation is  solicited  than  is  used  or  if  inadequate  recording  re- 
quires that  another  therapist  must  repeat  the  s-ame  questions  later 

/^E  DATA  BASE  FOR  DIAGNOSIS : ,    APPLICANT  INTERVIEWS 

The  major  diagnostic  interview  conducted  at  intake  usually  has  two 
parts:  ■  1 

1'    ^  Phonal  and  social  history  covering  the  applicant's 
current  relationships,  responsibilities,  livino  arrange- 
ments, legal  involvements,  anti  functional  abilities  as  a 
homemaker,  employee,  student,  financial  manager,  and  rec-, 
reational  consumer/participant. 

•2.     A  health  status  questionnaire  including  an  overview  of  the 
applicant's  current  physical  condition,  any  significant 
history  of  illness  or  injury  for  her  or  her  blood  rela- 
tives,, her  current  health  practices, land  a  history  of  her 

y      reproductive  and  sexual  functioning. 

Portions  of  the  information  in  these  two  assessments  may  be  ob- 
tained .through  self-administered  forms,  provided  tlat  appli&hte 
can  read  and  understand  the  questions  *nd  won't  be  embarrassed  to 
ask  for  assistance.    When  this  procedure  is  used,  the  completed 
questionnaire  is  still  reviewed  by  the  intake  worker,  „ho  asks  ad- 
ditional or  clarifying  questions  to  corroborate  responses. 

The  diagnostic  interview  assesses  the  woman's  strengths,  sources 
of  support,  weaknesses,  and  needs  so  that  the  counselor  can  make 
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valii  treatment  recommendations  and  referrals.    The  interview  also 
allows  the  counselor  to  engage  the  applicant  in  a  prolonged  conver- 
sation and  to  observe  nonverbal  behaviors  ahd  communication  pat- 
terns.   While  -completing  the'se  health  and  social  histories,  the  in- 
take worker  roust  be  sensitive  to  both  what*  is  and  is  not  said  and 
must  also  continuously  relate  the  information  to  potential  solutions 
for  the  applicant's  immediate  and  long-range  problems. 

The  focus  areas  can  be  structured  an  many  ways,  and  the  questions 
fwr  each  section  can  be  phrased  differently.     Not  all  focus  areas 
are  appropriate  for  each  program,  and  not  all  questions  are  appro- 
priate for  each  woman.    Some  programs,  for  example,  prefer  to  group 
all  questions  about  childbirth,*  sexuality,  and  menstrual  function- 
ing in  one  section,  wnich  is  administered  by  the  intake  worker. 
Other  programs  may  leave  the  medical  history  to«a  nurse  in  the 
physician-examiner's  office  but  cover  the  questions,  un  sexual  func- 
tioning in  the  diagnostic  intake  interview.    The  rationale  for  the  { 
question  groupings  or  focus  areas  is  as  follows: 

•    The  Personal  and  Social  History  Form 

— Current  relationships  ajid  living  arrangements.     The  first 
se/£ion  of  the  interview  examines  the  immediate  social, 
.^fltuation  of  the  applicant  and  focuses  on  support  systems 
used  (i.e.,  for  emotional  or  practical  help);  responsi- 
bilities for  children  or  other  dependents;  ways  herdrug 
abase  is  affecting  those  around  her;  and  criseL»--6rprob- 
lems  she' views  as  important.    This  information  will  help 
the  intake  worker  decide  whether  to  recommend  structured 
supervision  during  treatment  or  less  intensive  approaches. 

Is  .the  female  applicant  lonely,  isolated,  or  overwhelmed 
by  awesome  responsibilities?    Is  she  living  in  depressing 
circumstances  on  blaming  herself  for  the  problems  she 
faces?    is  child  abuse  or  family  violence  evident?  Does 
she*  have  a  strong  sexual  preference  for  either  men  and/or 
women?    Are  there  marital  stress,  estrangemenr ,  custody,  ' 
or  child  support  payment  proolems?    Is  a  family  member, 
partner,  or  friend  willing  to  become1  involved  in  treat- 
ment?   Does  the  applicant  agree  to  this?    What  is  her 
concept  of  the  helping  relationship? 

—Family  background.    The  family  history  of  illness  and 
psychological  disturbance  (found  also  in  the  medical/ 
psychiatric  history  and  not  repeated  herel  should  be  ex- 
plored for  any  immediate  effect  on  the  applicant.  Was 
there  physical  abuse  in  the  family  thc.t  makes  her  more 
prone  to  harm  or  neglect  her  own  children  under  stress? 
Was  addiction  as  a  coping  mechanism  learned  from  an.  in- 
fluential parent  or  other  ^ole  model?    The  woman's  atti- 
tudes toward  authority,  her  sex  role  orientation,,  and 
feelings  of  acceptance  or  rejection  probably  stem  from 
family  patterns  and  will  be  useful  in  selecting  a  treat- 
ment environment  and  a  counselor.     For  example,  a  young 
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woman  who  ls  a  schoo^  dropout  and  runaway  with  overt  hos- 
tility toward  tight  controls  may  not  do  well  in  a  .tradi- 
tionally structurea  therapeutic  community.  Similarly, 
the  traditionalist  .woman  may  not  accept  a  feminist  coun- 
selor but  may  aiso  have  difficulties  with  a  male  she  per- 
•  ceives  as  exploitative.  •„ 

—Coping  styles  and  selffesteein.    What  is  the  overall  de-  . 
nveanbr  of  the  applicanfe.and  how  will  her 'coping  styles 
affect  participation*  in  treatment?    Does- she  deal  with 
th6  world  through  anger  and  hostility  or  depression  and 
withdrawal?    Does  she  fe^l  she.  exercise, s  some  control  ' 

till    V  t  Can  take  resP°ns^ility  for  getting  , 

better?   This  section  will  be.  used, with  other  behavioral 
observations  to  assess  tKe  .emotional  status  of  the  appli- 
cant and  make  preliminary  determinations  aboJt  psycholog- 
ical functioning.     Is  the  applicant'.-  behavior  within  a 
normal  ranae  .for  the  population  seen,  or  should  she  be 
reevaluated  by  a  .consulting  psychologist  or  psychiatrist? 

-Education  and  skills.    Whether  or  not  the  applicant  is  ' 
currently  working,  she.  needs  skills  or.'an  education  that 
will  qualify  her  to  earn  a  decent  wage.    Does  she  have 
this  ability?    would  -she  be  willing  or  able  to  go  back 
to  school  or  for  training?    what  are  the  options  and  ob-  1 
stacles  for  this  decision? 
<*  •     ,        *  . 

-Employment,  income,  and  money  management .    The  financial 
resources  of  the  applicant  and  how  she  manages  them  mav 
be  .a  rffc3or  concern  in  determining  treatment  placement  and 
in  the  success  of  the  therapeutic  effort.    Is  the  woman 
destitute  or  does  she  have  an  adequate  income?    what  is 
the  source  of  the  income  dnd  how  secure  is  it?    Is  she 
self-sufficient  or  dependent  on  another  person,  a  welfare 
check,  or  other  benefits**   Could  she  become  self-supporting 
in  the  near  future?    Has  drug  abuse  interfered  with  her 
30b  now  or  in  the  past?    is  immediate  supplemental  in- 
come assistance  required?    will  she  need  counseling-  in 
fin-eucial  management?  t 

•Legal  status.     Has  the  applicant  been  involved  with  the 
law  because  of  drug  abuse?    How  serious  is  the  problem, 
and  how  might  the  charges  affect  her  placement?    Dc«s  she 
need  <an  attorney  now?  .Are  there  reporting  requirements 
to  other  agencies  because  of  "legal  involvement? 

Recreational  activities.    The  use  of  free  time  is  often 
a  problem  ror  women  who  haye  too  little  of  it  because  of 
childcare  responsibilities,  too  little  mcney  to  spend  on 
themselves,  cr  don't, *now  how  to  have  fun  without  arugs.  ' 
The  activities  that  the  applicant  enjoys  now  or  in  the 
£cM3t  arr  clues  to  he,r  treatment  needs.    Social 'relation- 
ships may  be  difficult  for  her  to  initiate,  or\she  may 
not  know  how  to  be  altme  and  enjoy  privacy,    will  she 
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need  to  build  a  network  of  new  friends  and  activities  to 
escape  from  addiction?  Did  she  once  participate  in  more 
wholesome  activities? 

— Other  supports  and  barriers  to  treatment.    The  applicant 
may  be  involved  with  other  social  or  counseling  agencies 
and  organizations  with  which-  the  treatment  program  may 
need  to  communicate  and  cdpperate.    She  may  have  addi- 
"fcional"  barriers  to  treatment  not  yet  disclosed  or  dis- 
cussed.   These  should  be  explored  before  referral  recom- 
mendations are  made.    Access  to  a  private  car  or  time 

•  limits  set  by  a  job  may  well  influence  the  choice  of  a 
treatment  program.  f" 

The  Health  Status  Questionnaire  ,  »• 

»  # 
—Current  medical  and  psychiatric  care  and  prescription 
medications.     Is  the  applicant  currently  under  the  care 
6f  a  doctor  or  therapist,  and  does  she  have  any  immediate 
health  problems  requiring  care?    Does  she  take  medica- 
tions, and  if  so  are  they  abused?    Will  medication  taken 
affect  urin^rsurveil lance  or  furthe^r  prescription  of 
drugs?    Will  any  chronic  physical  or  psychological  prob- 
ems  interfere  with  treatment,  such  as  a  work-limiting  • 

isability?       1      0  . 
ft 

— Record  of  past  illnesses  or  injuries.    What  past  ill- 
nesses 01-  injuries  in  the  applicant;  or  her  immediate 
family  may  contribute  to  her  current  condition  or  atti- 
tude?   Is  there  a  family  history  of  alcoholism,  mental 
il4rtess,  cancer,  diabetes,  or  other  problem  that  is 
significant? 

--•Current  symptom  checklist.    Does  she  have  problems  or 
complaints  that  need  immediate  medical'attent^on  (preg- 
nancy, communicable  disease,  scheduled  surgery)?  What 
constellation  of  current  symptoms  does  the  applicant  de- 
scribe^ and  do* they  indicate  withdrawal,  addiction,  seri 
ous  illnesses,  depressive  reactions?  * 

— Current  health  practices  and  attitudes.    How  much  does 
'the  applicant's  lifestyle  contribute  to  her  health  sta- 
tus?   Does  she  eat  well,  sleep  or  exercise  sufficiently, 
or  have  irregular  habits?    Will  she  need  further  nutri- 
tional assessment  or  help  with  her  appearance?    boes  she 
care  about  her  body  and  her  Jiealth? 

— Reproductive  and  sexual  functioning,     is  the  applicant 
functioning  normally  in  this  area?    Does  she  need  <help 
with  birth  control,  attitudes  about  sex,  or  gtiilt  about 
prostitution  or  other  sexual  experiences?    Has  hex  daig 
abuse  masked  her  feelings  about  herself  as  a  woman? 
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THE  DATA  BASE  FOR  DIAGNOSIS:  OBSERVATIONS 
AND  EXAMINATIONS 


■  ^Pflditi°?  t0  ^  interview-  appraisals  are  made  of  the  applicant 
d»t!l"  n  IT  °bfrVati0n  and  a**ni™tipn.  Physical  condition  is 
f«««^  .  I    ^  e*amination-    Psychological  status  ls  furthe 

assessed  from  other  behavioral  observations.^  • 


£h!cPhy?iCal  Examinati""-    The  Federal  funding  criteria  require  a 
physical  examination  to  be  administered  by  a  qualified  person  as 
'  ?ra"i?able  but  no  iat«  than  21  days  after'  admission.  The 

SS    !S    °    I'6"  ^  S6riOUS  illn*"#*  and  contagious  diseases; 
£SZtt,  T 6         P°"ntial  inf^"«  of  a  medical  condition  on 
care^vsti  3      °UtC°me;  t0  I***  indiv^uals  to  the  health 

torv- *n L n6CeSSary!  to  c°nfir}n  ^e  drug  abuse  status  and  his- 
in^lJ  °ff"women  a  comPlete  obste^ical/gynecological  exam- 

ination.   Chapter  6  in  thiS  volume  describes  the  necessary  proce- 
dures .or  conducting  a  complete  physical  examination 

^  Behavioral  Observations.  At  the  conclusion  of  the  diagnostic  in- 
terview, the  irftake  worker  should  take  a  few  minutes  to  summarize 
o!  rte«  ^,p0rtant°bservati°^  a.bout  the  applicant.  The  purpose 
'  iS!^*V10W  notations  is  to  reflect  on  any  symptoms  of  se- 
*  Zlt  21°  *  that. will  need  closer  investigation  or  immediate 
intervention  and  to  distinguish  those  from  other  actions  or  ecceft 
lilTlieS  f}a\may  be'  at  least  temporarily,  harmless.    This  is  tie 

™r°  "  V    °n  SUiCidal  intent  and  to  note  bizarre  costumes  and 
abuse  ~  example,  or  threats  of  violence  and  signs  of  child 

\ 

Behavioral  observations  are  commonly  noted  m  three  categories: 

•  Dress,  and  general  appearance, 

•  Demeanor  and  behaviors,  and 

•  Speech  patterns  and  content. 

Peculiarities  or  inappropriateness  of  dress  are  expressions  of  .gen-  * 
eral  attitude  toward  the  world.'  Depression  may  be  accentuated  by 
poor  grooming;  prostitution  flaunted  by  seductive  clothes;  self- 
concern,  and  preoccupation  manifested  , in  flamboyant  clothes-  obses- 
siveness  by  fastidiousness.    External  appearances  are  also  clue*  to 
socioeconomic  level  or  expectation. 

.  Behaviors  are  even  more  revealing.    Again,  depression  is  usually 
accompahied  by  fati3ue  and  immobility"  or  slowed  reactions.  There 
may  be  d*f ficultias  .with  attention  and  concentration' or  rage  and  ' 
anger  directed  toward  various  significant  o'therS  or  the  intake 
staff.    Many  symptoms  will  be  drug-  or  "alcohol-related,  and  it  may 
oe  hard  to  distinguish  between  the  chemical  effects  and  psychologi- 
cal symptoms.    The  applicant  with  no  obvious  clinical  effects  from  ' 
a  specified  recent  drug  ingestion 'at  a  confirmed  high  dosage  is 
probably  tolerant  and  stabilized  on  that  dosage.    The  drug-abusinq 
woman  may  be  agitated  from  "speed,"  "nodding  out"  from  narcotics. 
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or  "trijpping"  on  hallucinogens.  ^  Or  she  may  be  physically  sick  In" 
withdrawal,  showing  numerous  overt  symptoms.  » 

.Behaviors  combined  with  speech  patterns  and  verbal  messages  are 
clu'fs  to  suicidal  potential,  violence,  or  psychological  disturb- 
ance.   The  inexperienced  i..cake  counselor  may  be  uncomfortable 
about  summarizing  these  observations  and  CeeT  inadequate  as  a  psy- 
chiatric diagnostician.    Training  and  consultation  from  a  profesc- 
sional  clinician  are*strongly  recommended  in  learning  how  to  con- 
duct and  document  a  mental  status  summary.    Caution  "is  advised" 
about  concluding  that  disturbances  are  drug  reactions  or  psycholog- 
ical impairments  until  the  applicant  has  been  drug  free  for  .f>  to 
10  days.  , 

Several  resources  are  available  to  help  with  staff  training  in  this 
area,  but  none  is  an  adequate  sjubstittfte  for  direct  supervision  and 
consultation.    Two  basic  references  in  this  area  are 

•  Freedman,  A.  M . ,  and  Kaplan,  H.  I.,  eds.  Diagnosing  Mental 
-    Illness:     Evaluation  in  Psychiatry  and  Psychology.  New 

York:     Antheneum,   1972 %  ' 

•  McReynolds,  P.,  ed.    Advances  in  Psychological  assessment. 
Palo -Alto,  Calif.:     Science  and  Behavior  Books,  Inc.,  1971. 

Intake  workers  should  give  special  attention  to  the  following  prob- 
lems or  disturbances  prebented  by  chemically  dependent  women: 

1 

Suicide  Potential.     The  high-risk  potential  suicide  victim  per- 
ceives a  current  problem  as  intolerable,  feels  hopeless  or  helpless 
about  resolving  the  problem,  and  is  overwhelmed  by  despair.  {She  \s 
usually  under  oT.ress  from  a  severe  loss  in  a  relationship,  jod,  so- 
cial status,  or  health;  and  she  shows  depression  symptoms  such  as 
social  withdrawal,  apathy,  despondency,  and  exhaustion.    The  danger 
increases  if  there  is  simultaneous  agitation  or  bursts,  of  anger  and 
a  specific  plan  for  suicide  involving  a  lethal  method,  available 
tools  (e.g.,  pills,  a  gun),  and  an  action  plan. 

Violence  Potential.    Women  commonly  take  out  their  frustrations  and 
rage'on  themselves,  directing  anger  into  suicide  rather  than  hirm 
to  others.    Children  or  dependent  parents  and  relatives  or  even 
.spouses  or  partners  may,  howevei ,  be  at  risk  from  a  woman's  vio- 
lence, particularly  in  highly  stressful'  situations  that  have  few 
approved  outlets  Zor  her  hostilities.     Physical  or  emotional  as- 
sault may  take  place  in  self-defense,  in  retaliation,  or  as  venge- 
ance for  a  perceived  wrong.    The  woman  may  exhibit  overt  rage  , 
only  under  the  influence  of  drugs,  or  she  may  have  threatened  harm 
to  someone  during  the  interview.     Expressions  of  violence,  anger, 
hatred,  threats,  and  past?  harmful  actions  should  be  carefully  docu- 
mented cmd  assessed  for  potential  misdirected  harm  to  others,  es-* 
pecially  children. 

Psychosis  Potential.  Gross  disturbances  of  function  resulting  from 
schizophrenia,  chronic  brain  damage,  manic  depression,  or  paranoia 
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may  be"  observed  in  a  few  women  applying  for  treatment.    Disorders  • 
of  thought  patterns,  intellectual  functioning,  or  sehsorium  are 
mam  testations  oi  these  psychological  or  intellectual  problems. 
The  most  usual  symptoms  to  rote  are*the  following: 

•    Form  disturbances  (thoughts  are  not  reality  based) 

—Hallucinations  are  any  aud'.tori  ,  visual,  or  tactile  per- 
ceptions that  have  no  external  cause  or  stimuJus.  ' 

*  y 

— Delusions_  are  false  beliefs  without 'external  evidence. 

\  m    •    Stream  disturbances  (thinking,  -shows  abnormal  associations) 

—Blocking  occurs  when  the  person  can't  complete  an  idea 
and  stops  abruptly  in  midserftence. 

—Tangential  thinjcing  happens  when  the  goal  of  a  thought 
is  never  reached  and  speech  wanders. 

—Perseveration  is  shown  as  persistent  repetition  of  ttfe 
^  same  idea. 

—Incoherence  is  demonstrated  when  there  is  no  logical  se-  ■ 
quence  but  only*  fragmented  ideas. 

—Flight  of  ideas  is  manifested  in  a  manic(  high-speed  flow 
of  speech  with  illogical  .-progression. 

•    Orientation  disturbances  *  (of  the  sensoriunv) 

—Time/place/person  disturbances  occur  when  the  person 
doesn.'t  know  the  month,  day,  year,  geographic  location, 


or  names. 


—Memory  disturbances  are  shown  when  memory  is  lost  for 
recent  or  remote  events. 

Neurological  disturbances  (may  indicate  brain  disorders) 

— Eye-hand  coordination  problems  and  clumsiness; 

—Partial  paralysis  on  either  side,  with  limping  gait  and/ 
or  claw-like  hand; 

—Speech  difficulties  in  formation  of  words  (slurring,  flat 
articulation)  or  producing  correct  names  for  objects  or 
persons;  or 

h  f°cus  ?n  concrete  descriptions  with  inability  to  ab- 
stract or  reason  symbolically..  *» 


USE  of  othSr  information  sources 

Occasionally  intake  interviewers  pose  questions  that  can't  be  an- 
swered by  the  applicant,  or  large  gaps  and  inconsistencies  may  be 
found  in  the'information  gathered.    The  applicant,"  for  example,  may 
not  be  able  to  remember  much  about  a  previous  treatment  ej. isode, 
such  .as  what  medications  were  prescribed,  what  the  fo~us  was  for 
therapeutic  intervention,  or  why  treatment  was  terminated      She  ma* 
give  inconclusive  responses  to  questions  about  her  drug  history, 
the  diagnosis  of  a, family  member's  severe  illness,  or  her  own  atti- 
tudes and  behaviors  toward  her  dependent  children.    The  intake 
worker  should  fill  in  such  gaps  or  resolve  fundamental  inconsisten- 
cies whenever  possible  by  using  other  available  information  sources . 
Friends  and  relatives  of  the  applicant  are  particularly  valuable 
for  confirming  the  addictiv..  history  and  giving  a  new  perspective 
to  other  points  in  the  social  history  (e.g.,  the  current  living 
situation  and  childcare  relationship  patterns) .    Programs  should 
establish  routine  procedures  for  soliciting  interviews  from  at 
least  one  source  other  than  the  applicant.    This  may  not  be  pos- 
sible at  the  point  of  first  contact  or  mtakje^but  caa  be  arranged" 
as  soon  ,as  the  applicant  gives  her  consent. 

Personnel  from  other  agencies,  may  also  be  queried  for  specific  in- 
formation that  seems  crucial  to  tnet  intake  process  te.g.,  the  dis-t 
charge'date  from  a  previous^  treatment  enrollment  and  the  reasons 
for  dismissal).    Each  contact  .with  an  outside  resource  will  require 
a  separate  consent  form  signed  by  the  applicant  that  specifies  the 
reason  the  information  is  needed,  the  purposes  for  which  it  will  be 
used,. and  the  date  or  conditions  when  the  release  permission  expires. 

Records  of  previous  treatments  are  particularly  valuable  resources 
for  verifying  clinical  impressions  and  checking  the  consistency  of 
responses  to  drug, histories  and  other  biographic  history.  Records 
also*aelp  the  worker  determine  which  treatment  settings  woold  be 
most  appropriate  and  which  intervention  approaches  succeeded  or 
failed  and  why.    Consent  forms  -should  be  requested  routinely  from 
the  applicant  so  that  this  information  can  be  obtained. 


TESTS 

Two  kinds  of  tests  are  frequently  administered  at  intake  to  sjpple- 
ment  and  corroborate  the  other  diagnostic  information: 


Laboratory  tests  pf  blood,  urine,  and  specimen  smears  to 
verify  drug  a&use  status  and  to  detect  other  significant 
physical  abnormalities;  and 


Psychological  tests  to  determine  or  confirm  severe  pathol- 
ogy for  subsequent  referral  to  more  intensive  mental  health 
cace  or  to  obtain  baseline  data  o\  personality  traits  that 
maj  affect  treatment  plunging  and  become  t"he  focus  for 
change' by  therapy.       »  .  % 
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Penological  tests,  for  a  variety  of  reasons,  are  not  required  nor 
routinely  ordered  by  all  programs  as  a  part  of.  the  miake  protocol. 
First,  temporary  effects  of  drugs  tend  to  mimic  mam  testations  of 
psychopathology,  and  it  is  usually  difficult  to  distinguish  one 
from  another  until  a  woman  has  been  completely  detoxified  and  sta- 
bilized (at  least  5  to  10  days  after  admission),    second,  test  va- 
lidit/  for  addicted  vomer,  (especially  subgroups  of  minorities,  eco- 
nomic classes,  or  age  brackets)  is  not  well  established  for  many  - 
instruments,  which  makes  interpretation  of  the  findings  highly  sus- 
pect (Tucker  and  Dou-an  1370)  .     Third,,  many  programs  do  not  have  a 
psychologist  available  on  staff  as  a  reqular  consultant  to  adminis- 
ter and  interpret  tests  or  to  conduct  interviews.  ^ 

Programs  that  do  administer  psychological  tests  at  intake' should 
use  extreme  caution  m  their  selection,  -coring,  and  mterpreta-  • 
tion.    A  trained  and  experienced  professional  clinician  is'the 
first  requirement.     rrograms  shouli  also  note  how  much  time  and  ' 
expense  goes  into  testing  in  comparison  with  the  results  achieved. 
A  good  discussion  of  some  current  standard  tests  and  instruments 
can  be  found  in  Waskow  and  Parloff  (1974). 

A  few  short  paper-ar.d-penc 1 1  tests  exist  that  can  be  self- 
administered  by  the  applicant  or  conducted  by  a  trained  Nonprofes- 
sional, easily  scored,  ami  reliably  interpreted.     Some  of  these  are 
nonthreatening  and  may  be  revealing  and  interesting  for  applicants 
to  take,  although  the*  may  be  more  appropriate  during  a  Utez  .vhase 
of  treatment.  •  a 

i 

Two  test*  that  m<ty  be  pax  ticularly  useful  during  the  diagnostic 
process  to  determinefli^tent lal  alcoholism  are  the  Michigan  Alcohol- 
ism Test  (MAST)  ,?nd  the  Alcohol  Stages  Index  (AS  I )  <n  Mulford  test. 

The  MAST  is  a  24-item  obiective  Questionnaire  and  take,  only  lu* to 
15<mnates  to  _omple>e.N  It  asks  about  drinking  practices  and  so- 
cial effects  and  has  been  widely  ,used  and  publicized  as  a  :>creer>ina 
mechanism  for  problem  drinkers  and  alcoholics  in  the  general  popu- 
lation.   Although -it  was  developed*  with  institutionalized  male 
g^ups.  the  test  has  been  found  to  be  effective  for  both  sexes. 
Males  do  score  higher  than  women  on  7  of  the  24  questions  \that  re-' 
late  to  t,hcir  more  typical  behavior^  such  as  drinking  and  driving 
,  (Se  zer  ot  d\ .   1979)      A  shortened  10-item  version  or  this  test  is 
known  as"SMAST  and  ha^  also  beenp widely  usec^     It' is  not.  howev.  1  . 
as. discriminate  fpr  women  as  for  men.    Either  test, cm  <be  offen-  we 
anc\  invul  idated  by  jntrunhful  responses;  both  tests  should  be  co- 
rroborated ,   sources,   if  possible.     Further  descriptions  art- 
available  m  Selzer   (1971)  and  Por^onny  et  dl,  (1972). 

The  ASI  was  deyeloped  by  Mulford  as  another  standardized- alcohol tsm 
screening  instrument  for  geifcral  application.     it  has  been  reOnei 
over  a  20-year  period  and  has  four  discrete  subscalcs  on  behavioral, 
attitudinal,  and  drinking  consequences  phenomena.  -The  subscale  cn 
personal  effects  is  particularly  sensitive  to  the  behaviors  of  wom- 
en.   This  test  views  alcoholism  as  a  progressive,  multidimensional 
process-,  and  its  sub<uales  are  more  discriminate  than  SMAST  in 
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identifying  and  classifying  alcohol  abusers  without  too  many  f alse  - 
positives.    Preliminary , findings  in  research  with  employed  women 
show  the  Mulford  to  be  a  more  appropriate  instrument  than  SMAST 
for  identifying  problem  drinking  and  alcoholism  in  this  group. 
Further  discussion  can  be  found  in  Mulford  and  Wilson  (1966)  and 
Mulford  (1977).  * 

*  MAKING  RECOMMENDATIONS  AND  REFERRALS 

t  * 
At  the  end  of  the  diagnostic  ^intake  process,  the  intake  worker  syn7 
the sizes  findings  into  treatment  recommend at ions  and  negotiates 
with  the  applicant  concerning  primary  placement  in  a  treatment  set- 
ting that  will  provide  other  necessary  support ive_  services.  TJiis 
section  discusses  the  steps  and  requirements' for  a  satisfactory 
completion  of  the  diagnostic  assessment: 

/ 

# 

•  The  summary  of  Findings  and  recommendations, 

•  Concurrence  on  recommended  referrals, 

•  , Negotiation  of  placement (s) ,  and  4 

•  Arrangement  and  completion  of  referral (s). 

Programs  will  differ  in  the  frequency  that  their  applicants  are 
accepted  and  placed  for  initial  treatment  within  their  own  environ- 
ments or  referred  to  other  resources  for  primary  services,.  The 
procedure  is  essentially  the  same,  however,  whatever  the  placement 
decision.. 


SUMMARY  RECOMMENDATIONS  ~ 

At  the  conclusion  of*the  final  diagnostic  interview,  the  intake 
worker  is^ready  to  review  and  sift  through  all  of  the  available 
data  gathered  by  different  methods  and  from  separate  sources-  In 
some  programs  this  will  include  only  the  screening  information  and 
the  personal  and  social  history,  elsewhere,  the  health  status  data 
will  also  be  present;  afcd  in  some  programs,  the  results  of  the  * 
physical  examination  will  be  ready. 

The  first  step  is  to  sifinmarize  each  subsection  or  focus  area  of 
intake  information,  noting  the  applicant's  relative  strengths  and' 
weaknesses.    This  may  pe  done  in  narrative  notes  on  the  forms 
themselves  or  on  a  separate  note  pad.    The  counselor  should  con- 
sider, for  example,  such  areas  as  dru$J  abuse  status,  family  situa- 
tion, available  support  systems,  and  health  care  needs.  Prelimi- 
nary impressions  a.id  immediate  recollections  can  be  documented 
first,  with  more  specific  comments  drawn  from  a  review  of  the  ques- 
tions and  responses. 

The  next  step  is  tp  relate  available  facts. ando impressions  to  each 
other  tojdiscover  and  reconcile  any  discrepancies.    Does  the  re- 
cent drui  use  history  support/  for  i»   Lance,  the  symptoms  reported 
by  the  applicant  and  those  also  qbseryedby  the  interviewer?  Is 
this  evidence  further  confirmed  by  the  drug  toxicology  and  the 
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f  doctor  s  physical  examination?    A  finding  of  morphine  (heroin)  in 
-  the  laboratory  urinalysis  report  with  "tracks"  and  recent  needle 
marks  noted  in  the  physical  examination  should  be  corroborated  by 
the  applicant's  history  of  a  recent  heroin  injection  and  some  phys- 
ical evidence  of  -toxicity  and  withdrawal,  depending  on  the  dosage 
level,  duration  of  the  abuse  pattern,  etc.  1 

I r  discrepancies  in  data  do  arise,  an  attempt  at  resolution  should 
be  made  Immediately— first  among  the  intake  staff  and  then  with 
the  applicant  herself  or  available 'relatives  and  friends.  There 
is  no  need  for  confrontation  or  challenge  if  an  inconsistency  is 
found  because  this  will  only  heighten  the  applicant's  defensive- 
ness  and  ambivalence  about  treatment.    Many  mistakes  occur  that 
may  be  resolved  with  a  few  questions  and  explanations.  Laboratory 
and  physical  examination  findings  are  not  without  their  .mistakes 
either.    In  some  cases,  however,  more  detailed  questioning  involv- 
ing the  family  and3  friends,  if  appropriate  and  approved  by  the  ap- 
plicant, may  be  necessary  before  mutual  agreement  is  reached  on 
the  facts  in  a  given  situation.    This  is  usually  the  /rase  when  the 
applicant  is  on  drugs  at  intake  and  very  casual  about  answers,  per- 
haps to  test  the  concern  of  the  intake  staff. 

After  each  category  of  information  is  summarized,  the  major 
strength,  supports,  and  problems  and  needs  that  were  identified 
can  be  transferred  to  a  planning  matrix  format  similar  to  the -one 
below. 


Focus  Area 

Strengths/ 
Supports 

Problems/ 
Keeds 

Recommendations 
(by  priority) 

Physical  health 

■ 

Drug/alcohol 
status 

Drug  treatment 
history 

> 

Current 
relationships 

Living 
arrangements 


Recommendations  for  each  focus  area  should  consider  the^i^erent 
tinu  requirements  for  intervention  strategies.*  Urgent  and  immediate 
r\eeds  should  receive  priority  in  the  initial  phase  of  treatment, 
and  less  persistent  problems  should  Be  deferred  to  a  later  phase 
of* treatment  -    The  systematic  approach  to  referral  developed  for 
treatment  of  polydrug  abusers  in  a  community  network  of  services 
.is  a  relevant  intake  model  (Comstock  and  Dammann  1977) .    This  sys- 
tem advocates,  first,  "attention  to  immediate  needs,  followed  by 
efforts  to  correct  for  damage  done  to  the  individual  by  drug  in-' 
volvement,  and  finally  ending  with  restoration  to  baseline  func- 
tioning and  progression        a  course  of  individual  growth."  In 
other  words,  the  different  steps'of  treatment  from  crisis  through 
short-term  stabilization  to  long-term  rehabilitation  and  growth 
will  coincide  wiith  different  goals  and  assistance  needs.    The  woman 
at  intake  must  have  her  most. basic  problems*  with  physical  pain, 
lack  of  food  or  shelter,  financial  destitution,  psychological 
trauma,  etc.  met  before  she  can  become  involved  in  more  therapeutic 
aspects  of  treatment,  long-range  planning,  and  self-sufficient 
fupctioning.  ^  , 

On"  the  planning  matrix,  for  example,  the  relationship  category 
might  note  that  the  applicant  gets  supportive  help  from  her  orig- 
inal family 'in  the  form  of  occasional  childcare  and  financial  as- 
sistance' isupport)  ,  but  that  she  has  been  abandoned  by  her  husband 
and  1^  currently  living  with  an  abusive  addict-pimp  whom  she  is 
afraid  to  leave  because*  of  threats  of  violence  (immediate  problem). 
The  recommendations  section  mjght  suggest  immediate  referral  to  1 
residential  ce/ter  that  accommodates  children  under  6  years  old 
(the  appHicaat  has  two  in  that  category) ,  although  the  woman  also 
has  a  lO^t^r-old  «fcyn.     The  expectation  would  be  that  arrangements 
could  be  made  with  the  family  to  supervise  the  son  temporarily 
while  the  mother  was  in  residence.     In  the  final  recommendations,- 
other* factors  such  as  employment  and  severity  of  ^the  drug  problem 
would  also  be  considered  in  selecting  a  primary  treatment  place- 
ment.    The  recommendations  for  each  subsection  should  indicate 
whexfter  services  are  needed  urgently  before  a  primary  referral  is 
completed  (e.g.,  hospitalization  for  medical  complications*),  im- 
mediately during  initiation  of  treatment  (e.g.,  money,  food,  shel- 
ter, outpatient  medical  care),  or  .in  the  future,  after  treatment 
has  been  stabilized  and  rehabilitation  efforts  continue. 

After   the  summary  is  completed,  the  diagnostic  counselor  will  de- 
termine the  most  appropriate  primary  resource  among  the  treatment 
agencies  or  program  components  available.    A  preliminary  treatment 
plan  will  be  outlined,  stating  the  rationale  for  the  recommended 
facility/program  and  delineating  other  support  service  referr.als 
that  should  be  made  and  t  ;eir  level  of  priority,  from  immediate 
and  urgent  to  secondary  and  supportive. 

Several  interrelated  factors  must  De  considered  in  deciding  whether 
the  primary  placement  recommendation  will  be  within  the  program 
conducting  intake  or  with  another  referral  resource.  Essentially, 
the  applicant's  immediate  needs  must  be  matched  to  the  program's 
capabi  liCies .  < 
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When  preparing  initial  recommendations,  the  intake  worker  should 
focus  first-on  the  treatment  environment  that  appears  most  appro- 
priate, second  on  the  therapeutic  approach  that  seems  most  likely 
to  succee^^and  finally  on  the  supportive  services  that  will  be 
needed  immediately.    The  realities  of  availability  and  eligibility 
will;  zh\n  intercede  and  compromises  -can  be  worked  outAlt  is  un- 
likely that  any  pne  program  will  be  able  to  provide  all  necessary 
services  over  the  full  course  of  treatment,  but  the  primary  place- 
ment should  be  with  the  one  that  is  able  and  willing  t!o  provide 
the  most  urgent  services  first  and  also  to  take  responsibility  for 
all  later  referrals,    *  ^ 


CONCURRENCE  ON  RECOMMENDED  REFERRALS 

One  of  two  strategies  is  appropriate  for  planning  and  recommending 
treatment  placements: 

•  A  decision-review  process,  or 

•  A  miniteam  conference  approach. 

Each  has  advantages  and  disadvantages,  as  shown  in  the  following 
char  t :  * 


Approach 


Advantages 


■  Disadvantages 


Primary  intake  worker 
decides,  supervisor 
Reviews 


Relatively  quick 


One  person  decides 
and  may  be  overruled 


Team  conference 
recommends 


Multiple  profes-  ' 
sional  opinions  and 
judgments  expressed 


Procedure  may  be  ♦ 
cumbersome  and  time 
consuming 


Assures  individuali- 
zation of  treatment 
planning 


Consensus  may  be 
difficult  to  achieve 


May  inspire  advocacy 
for  new  services 


In  some  programs,  one  diagnostic  counselor  pulls  together  all  fac- 
ets of  the  intake  information  and  makes  all  initial  suggestions 
and  referrals,  which  are  reviewed  later  by  a  supervisory  adminis- 
trator.   The  advantage  of  this  approach  is  speed,  but  the  disad- 
vantage is  the% inconvenience  or  harm  done  to  the  applicant  if  a 
poor  recommendation  is  made  and  later  reversed  by  a  review  team. 
In  other  clinics  and  programs,  a  "miniteam"  of  staff  members  from 
different  professional  disciplines  can  be  quickly  assembled  t6  re- 
view or  make  suggestions  on  unusual  or  difficult  cases.  This 
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approach  helps  assure* that  no  alternatives  are  inadvertently  over- 
look^.   When  this  process  is  too  formalized,  requiring  a  case 
presentation,  for  example,  the  procedures  may*  tend  to  become  cumber- 
*  some  and  burdensome.    Consensus  on  recommendations  may  be  difficult 
to  achieve,  when  woikers  have  different  perspectives  on  preferred 
treatment  approaches  for  certain  types  of  clients.  Discussions 
and  arguments  are  useful  to  assure  the  individualization  of  treat- 
ment planning  and  also  to  focus  staff  attention  on  the  gaps  in 
available  services  in  the  community,    when  the  same  referral  prob- 
lems occur  repeatedly,  tfie  problem  may  not  be  agreement  on  what 
is  needed  but  rather  inadequate  or  unavailable  resources.  In 
such  situations,   intake  workers  may  wish  to  form  advocacy  alliances 
with  other  interested  groups  and  try  to  work  for  changes  and  im*-* 
provements  in  the  existing  treatment  network. 


NEGOTIATION^ OF  PLACEMENTS 

After  staff  agreement  is  reached  on  a  preliminary  treatment  plan 
and  a  primary  placement  resource,  the  diagnostic  counselor  presents 
these  recommendations  to  the  applicant.     If  the  interviewer  process 
has  been  one  of  mutual  exchange,  the  referral  recommendations  will 
not  come  as  a  ^surprise,  because  the  merits  and  liabilities  of  dif- 
ferent treatment  modalities  and  environments* will  have  already  been 
disgussed  with  the  applicant. 

In  addition,  while  the  diagnostic  counselor  has  been  preparing  an 
intake  summary  and  tentative  treatment  plan,  the  applicant  may  also 
be  reviewing  her  needs  and  learning  more  about  available  community 
alternatives  for  treatment.    This  process  can  best  be  assisted  by 
a  looseleaf  catalog  of  resources  indexed  by  service  area  (e.g. , 
medical  services,  psychological*  services,  social  services  for  spe- 
cific needs,  legal  services)*.    The  catalog  should  also  contain  a 
section  on  the  primary  placement  resources  for  treatment  of  chem- 
ically dependent  women.    The  catalog  is  a  ready  reference  tool  for 
intake  workers  and  applicants  alike;  it  can  be  compiled  and  regu- 
larly updated  by  board  members  or  a? volunteer  group  if  staff  time 
is  limited/  The  following  information  should  be  available: 

.  •    Name  and  address  of  program  and  name  of  contact  person;  ^ 

•  Brief  overview  of  program's  goals,  range  of  services, 
treatment  components,  phases  of  care,  hours  of  operation; 

•  The  number  and'qual if ications  of  staff  and  the  number  and 
typical  characteristics  of  clients; 

€  '  I 

•  Agency  rules  and  regulations  regarding  attendance,  minimum/ 
maximum  length  of  stay,  medications/abstinence  philosophy, 

,  urinalysis  requirements,  and  participation  expectations; 


Program  eligibility  requirements  for  age,  sex,  race,  geo- 
graphic location,  substances  abused,  etc.;  % 


•er|c 


113 


104 


•  Client's* rights  and  the  reasons  for  discharge  or  dismissal 
and  the  procedures  for  appeal;,  and 

•  Costs  and  fee' schedules.  'c 

The  applicant,  #in  using  such  a  catalog,  should  first  select  a  pri- 
mary treatment  placement  that  appears  tp  offer  the  basic  core  of 
services  she  thinks "she  needs.     Later  she  can  consider  supplemen- 
tary assistance  she  might  need  in  the  near, future.     Scanning  a 
catalog  of  resources,  the  applicant  may  gain  some  interesting  in- 
sights—she may  have  forgotten,  earlier  positive  or  negative  experi- 
ences with  the  resources  listed  and  be  prompted  to  recount  fchem- 

The  diagnostic  counselor  may  present  staff  recommendations  regard- 
ing treatment  to  the  'applicant  or  may  simply  discuss  the  alterna- 
tives and  choices  until  a  mutual  agreement  is  reached.  Whatever 
the  presentation  styfce,  the  woman,  cnterirfc  treatment  must-  know  that 
she  is  intimately  involved  in  the  planning  process  and  that  the 
final  responsibilitykfor  the  selection  of  a  suitable  resource  is 
hers.     Whenever  possibie,  members  of  her  family  and/or  her  partner 
should  be*  available  for  the  final  negotiation  of  a  placement  so 
that  they  know  what  is  involved  and  how  they  can  best  cooperate 
Ideally,  a  representative  from  the  selected  treatment  program  or 
component  should  also  be  available  to  ofrer  an  orientation  and  an- 
swer questions. 

A 

COMPLETING  THE » REFERRAL  PROCESS 

The  steps  necessary  to  complete  the  referral  process  and  initiate 
treatment  will  jtepend  on  whether  the  placement  is  made  within  or 
outside  the  program,  containing  the  intake  unit.    Internal  referrals' 
require  no  consent  forms  and  are  easier  to  arrange,    A  telerinone 
call  may  summon  a  counselor  who  can  be  immediately  appraised  of  the 
intake  findings  and  the  preliminary  *  treatment  plan. 

Outside  referrals  are  more  complex.    The  selected  agency  or. program 
that  ,/ill  be  the  primary  treatment 'resource  .should  be  contacted 
first.    The  intake  findings  and  recommenda£icns°concerning  the  ap- 
plicant should  be  realistically  discussed,  including  special  prob- 
lems.    Consent  from  the  applicant  will  be  necessary  to  transfer 
specific  information  and  ,to  discuss  the  applicant's  situation  with 
the  selected  agency.    If  resistance  to  the  acceptance  of  the  appli- 
cant is  encountered  atythe  agency,  some  bargaining  and  convincing 
may  be  necessary;   it       often  wise  to  do  this  outside  the  appli- 
cant's hearing.    Suggestions  for  supplementary  support  should  also 
be  made  to  the  selected  agency  as  part  of  the  negotiation  process. 
Perhaps  the  agency  will  accept  the  applicant 'if  she  will  detoxify 
first  in  another  facility,  or  if  the  intake  unit  will  refer  her 
back  within  2  weeks  if  the  placement  doesn't  work  out.  Creativity 
and  persistence  on  the  part  of  the  intake  counselor  can  work  mira- 
cles, but  only  if  the  contact  with  the  agency  is  personal,  honest, 
and  continuous,    A  mechanism  should  be  established  by  the  intake 
unit  staff  for  regular  and  periodic  contacts  withal  J/ the  primary 
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resources  they  use.    This,,  might  take  the  form  of  a  council  of  agen- 
cies that  meets  to  exchange  information  and  discuss  problems  or  a 
newsletter  that  provides  another  forum  for  information  exchange  T 
and  announcements  cf  program  or  staff 'changes. 

<? 

The  discussion  with  the  primary  referral  agency  or  component  <ibout 
_the  treatment  recommendations  should  include  plans  for  other  sup- 
portive services  that  are  needed  immediately  (e.g.,  childcare, 
transportation,  dental  care,  birth  control  devices).  Concurrence 
should  be  obtained  about  the  necessity  and  priority  for  such  serv- 
ices and  how  they  will  be  arranged  and  monitored.    These  sugges- 
tions may  seem  to  usurp  the  primary  counselor's  treatment  responsi- 
bilities and  be  an  invasion  of  his/her  arrangements  with  the  client, 
but  the  purpose"  of  intake  is  to  provide  this  initial  objective  over- 
view of  applicant  needs.    The  intake  unit  cannot  assume  ongoing  re- 
*  sponsib^lity  for  supplementary  referrals  and,  therefore,  has  the* 
obligation  to  inform  the  primary  counselor  of  problems  that  have 
been  discovered.    Further  conflict  between  intake  and  the  duties 
of  the  primary  counselor  will  ensue  if  the  intake  unit  tries  to 
monitor  the  provision  of  support  servie'es^,  whether  medical  or  so- 
cial service  referrals.    The  new  client  must  be  completely  trans- 
ferred to  treatment  at  this  point,  with 'all  intake  information  and 
an*V  forthcoming  test  results  forwarded  to  the  p  imary  counselor.  1 
Feedback  that  the  transfer  has  been  successfully  accomplished  is 
all  that  is  required.  •  * 

REFERENCES  * 

Andersen,*  M.D.    Mecical  Needs  of  Addicted  Women  and  Men  and  the  / 
Implicationn  for  Treatment:    Focus  on  Women*.    Women's i Drug 
Research  Report  No.  4.    Ann  Arbor,  Mich.:    University  of 
Michigan,  1977.  ^ 

Andersen,  M.D.    Life  changes  and  health  in  two  drug  treatment  mo- 
dalities.   Ann  Arbor,  Mich.  :    National* Women 's  Drug  Research 
A'   *  Coordinating  Project',  1979. 

Aries,  E.    Interaction  patterns  and  themes  of  male,  female*,  and 
.*  mixed  groups.     In:    Women  in  Treatment  II.    Chevy  Chase,  Md.  : 

The  National  Drug  Abuse  Center  for  Training  and  Resource  De- 
velopment, 197'o. 

.  Bureau  of  Community  Health  Services  and  Office  of  Facility  Engi-"»  , 
~         neering  and  Property  Management.    The  Health  Maintenance  Or- 
ganization racility  Development  Handbook.    Washington,  D.C. : 
DHEW,  1974. 

Colten/  M.E.    A  descriptive  and  comparative  analysis  of  sel'- 

perceptions  and  attitudes  of  heroin-addicted  women.     In:  Ad- 
dicted Women?    Family  Dynamics,  Self-Perceptions,  and  Support 
Systems'.     DHEW  Pub..  (ADM)80-762.     Rockville,  Md.:  National 
Institute  on  Drug  Abuse,  1979.     pp.  7-33. 


ERJC  *  « 


106 


Cotcstock,  jB.S. ,  and  Dammahn,  G.    Referral  strategies  for  Polydrug 
Abusers:    *National  Polydrug  Collaborative  Project,  treatment 
Manual  3.     DHEW  Pub.  No.   (ADM) 77-515.     Rockville,  Md  .  i  Na- 
tional Institute  on  Drug  abuse,,  1977. 

Dendy,  R.F. ;  Cooper,  J.R.;  and  Tennant,  C-    Assessment  interview- 
ing for  Treatment  Planning.    Ghevy  Chase,  Md. :    Thie  National 
v  Drug^  Abuse  Center  for  Training  and  Resource  Development,  1975. 

Finnegan,  L. ,  ed .    Drug  Dependence  in  Pregnancy:    clinical  Manage- 
ment of  Mother  and  Child.^    DHEW  Pub.  No.  (ADM)  79-6  r6.  Rock- 
ville, Md. :    National  Institute  on  Drug  Abuse,  ^979. 

Freedman,  A.M. ,  and  Kaplan,  H.I.„  eds.  '  Diagnosing  Mental  Illness: 
Evaluation  in  Psychiatry  and  Psychology.    New  York:  Atheneum, 
1972.  -  . 

> 

Gutman,  R. ,  ed.     People  and  Buildings.    New  York:  -  Basic  Books, 
1972. 

•  * 

Kreek,  M.J .   ""Medical  Complications  Encountered  Qunng  Treatment 
of  Women  for  Narcot^  Addiction . "    Unpublished  manuscript, 
National  Institute  on  Drug  Abuse,  Rockville,  Md.,  1980. 

Lifchez,  R.;  Whitman,  F.D.;  and  Crowell,  C.    Environmental  Design 
for  Social  Model  Alcoholism  Programs.    Berkeley,  Calif.: 
College  of  Environmental  Design,  Department  of  Architecture, 
University  of  California,  -1976 

.  A 

McReynolds,  p.,  ed.    Advances  in  Psychological  Assessment.  Palo 
Alto,  Calif.:    Science  and  Behavior  Books    Inc.,  1971. 

Mulford,  H.A.    stages  in  the  alcoholic  process:    To. ird  a  cumu- 
lative nonsequential  index.    Journal  of  studies  in  Alcohol; 
«       38:563-586,  1977.  /  " 

Mulford,  H.A.,  and  Wilson,  R.w.    Identifying  Problem  Drinkers'  in 
a  Household  Health  Survey:    A~5efcription 'of  Field  Procedures 
^and  Analytic  Techniques  Developed  to  Measure  the  Prevalence 
of  Alcoholism.    National  Center  for  Health  Statistics,  Public 
Health  Service  Pub.  No.  1000-Series  2 /No.  16.  Washington,0 
D.C.:     DHEW,  1966, 

National  Center  for  Alcohol  Education.    The  Initial  Visit.  Arling- 
ton, Va.:    the  Center,  1979. 

National  Institute  on  Drug  Abuse.  Drug  Abuse  Instrument  Handbook: 
Research  Issues.  DHEW  Pub.  No.  (ADM)78-394.  Rockville,  Md.: 
the  Institute,  1976. 


107 


National  Institute  on  Drug  Abuse.    Clinical  Record  System  for  Drug 

Abuse  Treatment  Programs.    Treatment  Program  Monograph  Series 

No.  5.     DHEW  Pub.  No.   (ADM) 78-689.    Rockville,  M$. :     the  In- 

-  stitute,  1978. 
■• 

Porkonny,  A.D.;  Miller,  B.A.;  and  Kaplan,  H.B.    The  Brief  MAST: 

a  shortened  version  of  the  Michigan  Alcoholism  'screening  Test. 
American  Journal  of  Psychiatry,  129:342-345,  1972. 

V  ' 

Reed,  B.G. ,  a&  Moise,  R.    Implications  for  treatment  and  future 
research.    In:    Addicted  Women:    Family  Dynamics,  Self** 
Percept  ions,  and  Support  Systems.    DHEW  Pub.  No.  (ADM) 80-762. 
Rockville,  Md.:    National  Institute  cn  Drug  Abuse,  1979a. 
pp.  114-128. 

Reed,  B.G. ,  and  Moise,  R.    Summary  a^7  implications .    In:  Admis- 
sion Characteristics  of  Women  Entering  Drug  Abuse  Treatment 
Programs.    Ann  Arbor,  Mich./:    Women's  Drug  Research  Project, 
The  University  of  Michigan,  1979b. 

Sarioff,  H.    Methods  of  Architectural  Programming.  Stroudsburg, 

Pa.:    Dowen,  Hutchison,  and  Ross,  1977. 
•  > 

Selzer,  m.L.    The  Michigan  Alcoholism iScreening  Test:    The  quest 
for  a  new  diagnostic  instrument.    American  Journal  of  Psychi- 
atry, 127:89-94,  1971.*  i 

Selzer,  M.L.;  Vinokur.  A.;  and  Van-Rorijen,  L.    A  self-administered 

Short  Michigan' Alcoholism  Screening  Test  (SMAST) ^   Journal  of 

Studies  on  Alcohol,  26:1X7-126,  1979. 
s  7        ■  - 

Sokol,  R.J. ,  an,d  Killer,  s.I.     Identifying  the  alcohol-'abusiiig 

obstetric/gynecologic  patient:  A  practical  approach.  Alcohol 
Health  and  Research  World,  Summer:    36-40,  1980.  , 

Tucker,  M.B.    A  descriptive  and  comparrtive  analysis  of  the  social 
support  structure^ of  the  heroin-addicted  woman.    In:  Addicted 
Women,  Family  Dynamics,  Self-Perceptions,  and  Support  Systems. 
DHEW  Pub.  No%  (ADM)80-762.    Rockville,  Md.:    National  Insti- 
tute on  Drug  Abuse,  1979. 

Tucker,  M.B.,  and  Douvan,  E.    "Measurement  issues  in  Research  on 
Female  Addiction.11    Unpublished  manuscript,  Institute  for  So- 
cial Research,  The  University  of  Michigan,  Ann  Arbor-i  Mich.,  4 
1976. 

Waskow,;j.E.,,  and  Parloff;  M.B.,  eds.  Psychotherapy  Change  Mea- 
sures. #*Report  of  the  Clinical  Research  Branch  Outcome  Mea- 
sures Project.  DHEW  Pub.  No.  (ADM) 78-120.  Rockville,  Md.: 
National  Institute  of  Mental  Health,  1974. 


f  1  N  108 

±1  / 


4.  "  ,  ;  -  - 

The  Process  of  Counseling 
Drug  Dependent  Womeij 

Landry  Wlldwind,  L.C.S.W.,  and  Susan  Samson,  H.P.H.  t\ 

This  chapter  will  give  counselors  of  chemically  c.ependent  women  an 
overview  of  the  issues  involved  in  establishing  and  Using  a  coun- 
seling relationship.    We  will  examine  the  special  problems  <0f .the 
chemically  dependent  wcroan  in  treatment  and  suggest  a  counseling 
approach  responsive  to  these  problems^. 

In  this  chapter,  we  provide  ah  overview  of  tfce  couns^ing  process 
and  illustrate  how  the  counselor  can  plan,  sequence,  and  pace  his/ 
her  work  witfc  a  client.    A  special  focus  is  the  count elor-client 
relationship  and  strategies  for  identifying  and  working  with  resist- 
ance -and  barriers  to  change,  bo'  h  internal  and  environmental'.  The 
need  for  counselor  support  and  b^od  supervision  is  stressed. 

The  womeiv**e*scribed  have  a  history  of  dependent  on  heroin,  and  may 
or  may  n<#  have  used  other  substances  as  well.    Although  we  do  not 
-address  the  treatment  of  women  dependent, on  prescription  drugs  or 
alcohol,  much  of  the.how.-to-do-it  information  will  also  apply  to 
counselors  who  serve  such  women.    The  phases  of  counsel the 
roles  of  the  counselor ,/ and  many  of  the  issues  discussed  are  also 
appropriate  concerns  in  counseling  chemically  dependent  men.-  Many 
of  the  counseling  issues  referred  to  in  this  chapter  are -explored 
in  greater  depth  elsewhere  in  this  book. 

ROLES  OF  .THE  COUNSELOR 

c 

WOMEN " WITH  MANY  PROBLEMS 


The  roles  assumed  by  the  counselor  and  the  jiaoire  of  the  counsel- 
or's relationship  with  the  chemically  dependent  woman^are  influ- 
enced by  the  type  and  severity  of  the  clientj^s^ problems  and  the 
background  and  experience  of  the  counselor^  Chemically  dependent 
women  entering  treatment  presentchronic  and,  multiple  problems. 
Over  and  over,  the  image  evoxedin  the  literature  is  one  of  women  # 
with  numerous  problems.    Addicted  women  entering  treatment  are 


characterized  as  having  low  levels  of  self-esteem  and  high  anxiety 
levels  (Colten  1980b)-    Typically,  they  have  more  medica1  problems 
than  addicted  men  (Andersen  1980).    Despite  having  more  "'family  re- 
sponsibilities, they  often  have  fewer  economic  resources  and'  sup- 
port systems  than  addicted  men  do  (Tucker  1980) .    Addicted  women 
also  appear  to  have  minimal  education  (Binion  1980) ,  and  few  30b 
skills  (Reed  and  Leibson  1981).    Those  who  leave  school  early  have 
been  found  by  Moise  (1979),  to  be  more  likely. to  become  involved 
in  prostitution  and  to  have  attempted  suicide  more  often  than  ad- 
dicted men.    Moreover,  as  noted  by  Bahna  and  dbrdon  (1978),  "The 
femal'e  heroin  addict  carries  a  double  stigma  of  social  deviance 
...  it  serves  to  magnify  the  negative  self  image  of  female  ex- 
addicts,  and  in  turn  makes  attempts  at  socialization  during  reha- 
bilitation more  difficult." 

Our  clinical  observations  support  the  findings  in  the  literature. 
The  following  are  examples  of  some  typical  problems  presented  by 
women  entering  treatment.    ,  t* 

•  Few  vocational  skills:    "What  can  1  dp?    Well,  I  don't  re- 
ally know.  .  .    I've  never  given  it  much  thought.    When  I 
was*  running  on  the  streets,  I  hustled  and  turned  tricks. 
But  now,  I  have#  nothing  I'm  good  at.   .  .*   I  have  no  skills 
and  no  education.     I  never  finished  the  11th  grade.  I 
guess  I  would  try  and  get  a  30b  working  in  a  liquor  store 

or  maybe  as  a  waitress.    That's  about  all  I  would  hope  for." 

•  Few  social  supports:     "Since  my  old  man  left,  my  Mama  is 
the  only  one  I  turn  to.    she  helps  me  out  with  the  kids  and 
is  }ust  there  if  I  need  someone  to  talk  to.    Even  though 
we've  jiad  our  differences,  I  know  she'd  always^  take  me  in 

.  .  .  sjie'.s  been  good  to  me  through  all  my  ups  and  downs." 

•  Low  self-esteem:    "My  Mama  never  believed  in  me  when  I  was 
a  kid.    One  of  the  things  I  remembered  was  when  I  came  run- 
ning to  her  one  evening  crying  bitterly.     I  was  12  at  the 
time.     I  told  her  that  my  16-year-old  brother  and  his 
friends  raped  me.     I  told  this  to  Mama  and  she  told  me  to 
shut  up  and  stop  inventing  lies  again.    She  always  called 
me  a  liar.     I  grew  up  believing  I  was  nothing  but  an  irre- 
sponsible liar."  *  "; 

•  Negative  images  of  other  addicted  women:     "I  would  never  go 
to  one  of  those  rap  groups  with  other  women  in  my  methadone 
program.    Why,  the  women  in  those  groiips  are  all  snakes, 
they're  just  junkies  who  will  tear  you  apart  in  a  minute. 
Why  would  I  want  to  be  around  women  like  that?" 

•  Ambivalence  about  associating  with  "straights" :     " Al though 
I  probably  could  have  associates  who  are  straight,  it's 
just  not  worth  the  hassle.    I  spent  the  other  night  with  a 
straight  man  and  in  the  morning  I  just  couldn't  face  tell- * 
ing  h^m  that  I  needed  to  get  my  drink  Imethidone") .     So  I 
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left  without '.saying  a  word.  It  saved  me  the  hassle  of  go- 
ing through  all  that  explaining."  * 

.     Complex  domestic  entanglement-^     "when  my  daughter's  girl- 
friend came  and  told  me  that  my  daughter  was  sleeping  with 
my  old  man.  I  nearly  died.    They  had  been  doing  this  for  2 
•      .   Y°f S  r,lght  in  ny  own  house>    *         so  angry  I  got  a  "gun 
.    and  took  it  to  bed  with  me  that  night  swearing  that  if  he 
came  to  me.  I'd  kill  him.    He  never  did  and  , my  anger  cooled 
down,    when  I  confronted  my  girl,  it  only  got*  worse,  she 
told  bu,  that  Jimmy  (my  old  man)  was  shooting  her  up  with 
Ritalin  and  that  she'd  been  prostituting  for  him  as  well." 

*  fitment  and  loyalty  to  a  m*n,     -Hy  old  man  is  my  pimp 
He  s  20  years  older  than  I  am.  but  I  still  support  him.  I 

s        krtow  deep  down  why  they  tell  ma  to  leave  him.  but  I  won't 
give  him  up.   .I'd  rather  do  tifce  in  jail  before  making  the 
.    promise  not  to  see  my  old  man  again.     I 've  done  this  before 
When  I  was  charged  with  burglary,  the  DA  offered  me  3  years 
felony  probation  and  restitution  if  I'd  stay  away  from  Jim. 
He  sa*d  that  Jim  introduced  me  to  drugs'  and  was  the  bad  in- 
fluence on  me.    That's  bunk.    I  have  a  mind.  .        i  can 
say  no.    I  refusedfthe  DA.'s  offer  and  did  my  time  in  jail." 

*  Pessimism  about  the  po^ihUity  of  positive  change;  "That's 
,     Just  it,  honey-things  are-not  likely  to  change  for  me  so 

t      I  get. to  thinking,  why  bother  in  the  first  place." 

*  Mistrust  of 'the  treatment  setting:     "The  contacts  I've  had 
with  the  courts  and  thefwelfare  system  have  ali  been  bad 

•   They're  all  the  same.    They  see  me  as  a  junkie  or  a  hooker. 

.     they  re  always  out  with  a  "holier  than  thou'  attitude  You 
really  have  to  be  careful  not  to  tell  those  people  anything. 
I  don  4.  need  to  be  told  by  someone  that  i  mader  lousy  choices 
in  my  Ufe,_  especially  by  someone  who"  just  doesn't  under- 
stand  anything  about  what  I'm  going  through.'"* 

-     •    Hultigll  problems:    Sandi .  a  41-year-old  woma* '.  entered,  the 
trea jpent  program  requesting  legal  help  to  retain  the  cus- 
tody of  J,er  9-  and  14-year-old  sons.    As  the" counselor  be- 
gan to  work  with  her  on  this  issue,  she  received  an  eviction 
notice  and  was  severely  beaten  by  her  ex-boyfriend.  While 
in  the  hospital,  a  tumor  was  discovered  in  her  breast  and  ' 
surgery  was  required,    she  experienced  all  th»se  crises 
within  the  'space  of  3  weeks. 

C 

When  the  counselors  are  faced  w«th  a  (wltiple  of  needs  and  p.ob'ems 
on  a  regular  basis%  they  are  likely  to  feel  -frustrated,  confused, 
and  even  overwhelmed.'   m  counseling  chemically  dependent  women  who 
are  likely  to  be  manipulative  and  have  frequent;  setbacks,  counsel- 
ors ..wy  become  disappointed  and  even  angry  about  lack  of  progress. 

Counselors  need  to  understand  their  own- feelings  and  to  have  a  clear 
understanding  of  their  role  as  helping  persons.    To  clarify  the 
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range  of  the  drug  counselor's  activities,  we  will  examine  the  five 
basic  robe's  of  counsfclors  who  work  with  chemically  dependent  women 
and  how  these  roles*  are  interrelated.    These  roles  are 

6 

•  Limit  setter,  \ 
,•.  Advocate, 

.  •   Treatment  coordinator, 

•  Educator,  and4 
*•  Therapist. 

The  emphasis  each  role  receives,  depends  largely  on  the  specific 
needs  of  the  client.    Counselors  will  feel  most  confident  if  they 
have  developed  skills  in  each  rolo,  moving  from  one  to  another  in 
carrying  out  the  treatment  plan.    This  expectation  may  seem  over- 
whelming to  many  counselors,  but  the  intent  of  these  role  defini- 
tions is  not  to  push  counselors  toward  becoming  experts  in  five 
careers  at  once.    Some  fundamental  skills,  procedures,  and  tech- 
niques in  each  area  can  be  learned  in  a  relatively  brief  period. 


LIMIT  SSTTER  4 

^jipiit  setting  is  an  intec  ~al  part  of  all  relationships,  especially^ 
^Werapeutic  ones.    In  a  drug  treatment  program,  counselors  convey  v 
and  enforce  not  only  their  own  personal  and  professional  limits 
.  but  also  those  of  the  program.    They  confront  the  clients  when 
rules  are  broken  and  clearly  convey  "their  expectations  that  the 
clients  will  participate  actively  in  the  treatment  process.  Coun-' 
selors  assess  and  react  to  inappropriate  behavior  by  clients,  con- 
stantly challenging  manipulative  Dehavior  and  c:ommunicatAng  limits. 
For  example,  in  accepting  a  court  referral*  a  counselor  might  point 
out  that  the  client  must  adhere  to  the  rubles  governing  her  proba- 
tionary status.    If  the  client  is  suicidal  or  physically  harmful 
to- her,  children,  the  counselor  may  have  to  secure  the  aid  of  re- 
sponsible agencies  such  as  child  protective  services  or  a  psychiat- 
ric hospital. 

Clarissa,  a  26-year-old  woman,  was  admitted  to  the  drug 
treatment  program  involuntarily,    the  courts  mandated 
that  she  either  enter  treatment  or  go  to  jail.  Because 
Clarissa  said  that  her  motivation  to  stay  clean  was  not 
that  high,  the  counselor  tried  to  focus  on  the  conse- 
quences of  Her  destructive  behavior.    When  she  began 
producing  "dirty"  ur-nes,  the  counselor  confronted  her 
^         wit/i  the  problem  and  reminded  her  of  her  probationary 
status.    When  it  lucerne  clear  that  Clarissa  had  no  in- 
tention of  giving  up  drugs  the  counselor  had  to  inform 
the  parole  department  and  her  parole  status  was  revoked. 

Although  the  counselor  must  act  authoritatively  at  times  to  stop  a 
client  when  her  actions  are  destructive  to  herself  and  others, 
limit  setting  should  not  be  used^indiscnminately  as  a  punitive  or 
social  control  measure.    When  limit  setting  is  used  for  such  ends 
alone,  it  is  both  inappropriate  and  ineffective. 
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A  core  element  in  limit  setting  is  the  counselor's  sensitivity. 
The  ability  to  set  limits  and^help'  clients  deal  mqre  constructively 
with  their' problems  and  change  their  lifestyles,  is  derived  frcm  the 
quaiity  of  the  client-counselor  relationship.    The  clientfmust  sense 
.that  the  counse^or^ cares  about  her. 

The  client  experiences  the  counselor's  caring  and  support  in  a  va- 
riety of  ways,  beginning  with"  the  empathy  transmitted  and  the  con- 
crete, visible,  and  effective  actions  that  improve  the  client's  * 
circumstances.    Mere  expressions  of  sympathy  will  not  suffice.  The 
counselor  must  be  prepared  to  actively  \xelp  the*  client  find  solu- 
tions to  .the  many  problems  that  confront  her.  *  The.  counselor  must 
also  worjc  to  understand  the  compelling 'nature  ot  the  client's  needs; 
and  perceptions,  even  ihen  they  differ  radically  from  the 
counselor  *.s.         ,  . 

f 

Before  assuming  a  limit-setting  role,  the  counselor  should  ask  the 
following  questions: 

/  •    How  can  limit  setting  convey  that  I  will  not  allow  myself 
to  be  manipulated  j.n  ways  unhelpful  to  the  client? 

•  How  can  limit  setting  convey  that  I  respect  the  client 
enough  to  expect  responsible  behavior? 

•  How  can  limit  setting  convey  that  I  find  certain  behaviors 
unacceptable  because  they  lead  to  negative  consequences? 

When  staff  members  define  their  expectations,  clarify  the  .Limita- 
tions of  the  counseling  relationship,  and  consider  the  client's 
needs  as  well  as  their  own,  they  take  tbe  necessary  *steps  for  ef- 
fective limit  setting.    Experience  suggests  that  clients  respond 
favorably  to  limit  setting  because* they  realize  that  the  counselor 
is  neither  an  unfair  tyrant  not  a  pushover. 

Cora,  a  22-year-old  woman,  had  been  very  cooperative  at 
the  beginning  of  treatment,  but  2  months  later  .3he  had  j 
used  heroin  two  times  in  1  week.    Her  counselor  brought 
"  up  the  results  of  the  tests,  *-ad  Cora  stated  that  depres- 
sion and  loneliness  were  the  reasons  for  going  back  to 
her  former  friends  and  habits. 

The  counselor,  without  being  vindictive  or  moralist  \ 
'   said,  "This  just  won't  work.    You're  throwing  away  your 
chances  of  getting  treatment,  and  I  don't  want  to  see 
you  go  on  like  this.    I  know  you're  depressed  now,  bat 
I  can  help  you  get -through  it.    I  won't  be  able  to  work  • 
with  you  if  you  get  thrown  out  of  therprogram.    You've  > 
got  to  turn  in  clean  tests  for  the  rest  of  the  month, 
or  you'll  be  facing  a  disciplinary  hearing."    The  coun- 
selor urged  Cora  to  ask  a  worn  n  in  her  group  to  spend 
*         time  with  her  on  weekends,  when  she  was  most  lonely. 

« 
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Limit-Setting  Techniques,    ifr.e  counselor  should  have  an  opportunity 
to  practice,  in  training  or  With  supervision,  various  limit-setting 
techniques  and  obtain  feedbaik  on  the  reaction  of  the  person  play- 
<-u~  The  followirg  guidelines  used  by  treatment  profes- 

settings  should  help: 


ing  the  .client 
sionals  and  teachers  in  many 


Be  specific.  Describ 
whose  observations 
how  the  behavior  in 
stance  (or  pattern, 
been  cpnfronted  to  cr 
problems  or'  issues 


Do  not  allow  the  cli 


observations  of  actual  behavior  (say 
being  given) .    Say  when,  where,  and 
question  occurred.    Focus  on  one  in- 
sufficient specific  instances  have 
ate  a  pattern) ,  and  do  not  bring  up 
have  no  "direct  bearing. 


thit 


nt  to  change  the  subject. 


•  Be  sure  that  you  do  hot  attack  the  person  when  you  confront 
the  behavior.      '  | 

•  Do  not  generalize  ("You've  done  this  a  lo,t"  is  not  as  ef- 
fective 'as  "This  is  the  fourth  time  you've  arrived  late  in 
3  weeks") . 


•  Listen  to  the  client's  perception  of  the  problem,  and  em- 
pathize, with  her  difficulty  in  complying  with  the  rule  irt 
question. 

•  Make  a  statement  about  your  willingness  to  help  with  this 
problem.  Then,  restate  the  limit  in  terms  of  a  rule  that 
she  will  have  to  obey. 

•  Describe  the  desire'd  behavici-  in  precise  terms  ("You  will 
have  to  arrive  within  5  minutes  of  the  beginning  of  the 
meeting  or  .you  won't  be  .able  to  attend"). 


ADVOCATE 

The  chemically  dependent  woman  often  has  problems  that  cannot  be 
adequately  addressed  in  the  treatment  program.    Because  she  often 
lacks  assertiveness  and  the  basic  skills  needed  to  negotiate  for 
and  secure  services  from  a  variety  of  community  resources,  the 
counselor  will  often  have  to  actively  intervene  to  help  her.  Such 
services  may  include  -..-elfare,  housing,  childcare,  legal,  medical, 
vocational,  or  educational  assistance.     In  assuming  an  advocate's 
role,  the  counselor  must  constantly  assess  the  client's  capability 
to  take  the  action  by  herself,  for  it  is  the  counselor's  goal  to 
help  the  client  function  independently. 

Often,  with  the  client's  permission,  the  counselor  negotiates  with 
a  third  party.    Straightening  out  a  personal  problem,,  obtaining 
school  records  needed  for  employment,  or  securing  a  missing  welfare 
„  payment  are  examples  of  actions  that  may  be  taken  by  the  counselor. 
Thus  the  counselor  consciously  serves  as  a  role  model,  showing  the 
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client  how  to  be  assertive  in  negotiating  for  services  while  giving* 
her  increased  responsibility  in  the  negotiation  process. 

The  counselor  may  also  assume  an  advocacy  role  when  an  individual 
?«Mr?f  Jfa"  ?  iS  un^us?V  Persecuting,  controlling,  denying,  or 
intimidating  the  client  CSeabury  1980).  In  taking  a  position  of 
active  support  for  the  client,  the  counselor  may  win  the  client's 
respect  and  appreciation,  thus  strengthening  the  client-counselor 
relationship.  The  advocate  counselor  may  also  serve  as  a  teacher, 
demonstrating  that  the  problems  facing  the  client  can  be  overcome 
by  gaining  new  skills  and  knowledge. 

Linda,*  a  27-year-old  woman,  moved  into  a  new  apartment 
with  her  6-year-old  son.    She  requested  assistance  from 
ner  counselor  when  her  cleaning  and  security  deposit 
from  her  former  landlord  was  not  returned  to  her  and  she 
couldn't  make  her  rental  payments.    The  counselor  looked 
mto^the  matter  and  found  that  although  Linda  had  re- 
ceipts showing  she  had  paid  the  deposit,  her  landlord 
claimed  to  have  no  record  of  the  payment  and  refused  to 
reimburse  her.    The  counselor  quickly  moved  to  help 
Linda  fi,le  in  small  claims  court.    She  helped  Linda  pre- 
pare for  ,the  court  appearance  and  assemble  her  evidence. 
Two  days  before  the  court  date,  the  former  landlord  paid 
the  money. 


TREATMENT  COORDINATOR 


In  this  role,  the  counselor  prepares  the  client  for  each  aspect  of 
treatment,  negotiates  a  treatment  plan  with  the  client  and  other 
program  staff,  coordinates  the  program  activities  to  obtain  maximum 
therapeutic  benefit /for  her  client,  and  periodically  assesses  prog- 
ress, revising  the  treatment  plan  where  necessary'  based  on  current 
circumstances  and  needs.    Through  ongoing  treatment  planning  and 
coordination,  the  counselor  assures  that  services  are  individual- 
ized and  that  continuity  of  care  is  facilitated. 

NThe  treatment  coordinator  also  secures  information  on  resources 
outside  the'program  tha't  are  needed  by  the  client.    Over  time,,  the 
client's  situation  may  require  the  assistance  of  agencies  in  both 
the  public  and  private  sectors  in  several  specialized  areas.  For 
example,  the  services  of  specific  individuals,  such  as  medical  spe- 
cialists, lawyers,  and  vocational  training  personnel,  are.likely  to 
be  needed  to  meet  specialized  needs.    The  treatment  coordinator's 
function  is  to  help  the  client  find  .the  most  appropriate  resources 
available.    Therefore,  although  the  program  may  maintain  files  on 
community  referrals,  the  treatment  coordinator  must  also  personally 
investigate  potential  resources  through  both  formal  and  informal 
channels. 

Sally,  a  37-year-old  woman,  suffered  from  severe  hyper- 
tension.   Although  she  adh6red  to  a  low-sodium  diet  and       *  ^ 
reported  to  take  her  medication  regularly,  her  blood 
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pressure  remained  elevated,    she  was  getting  nose  bleeds 
and  severe  headaches  and  began  using  heroin  to  alleviate 
the  pain.    The  counselor  consulted  with  several  physi- 
cians and  investigated  services  available  in  the  commu- 
nity.   After  reviewing  the  various  alternatives  with  the 
client,  the  counselor  referred  her  to  a  physician  who 
used  biofeedback. techniques.    Sally,  though  initially 
skeptical  about  the  usefulness  of  this  approach ,  contin- 
ued to  go  to  her  sessions.    Her  headaches  disappeared, 
her  blood  pressure  was  reduced  ^and  she  also  stopped 
"chipping"  after  6  weeks  of  biofeedback  therapy. 


EDUCATOR 


Counselors  can  often  provide  clients  with  new  knowledge  and  teach 
•    specific  skills.    They  may  teach  classes  on  parenting  skills  and 
child  development  or  on  sexuality.     In  individual  sessions,  they 
can  help  clients  learn  about  the  nature  of  depression  and  other  . 
emotional .states,  understand  what  to  expect  during  €he  detoxifica- 
tion process,  and  look  at  problems  in  light  of  gender  role  expec- 
tations, social  conditioning,  and  difficulties  facing  many  wpmen. 

Counselors  may  also  coach  clients  to  fill  out  job  applications, 
prepare 'for  exams,  or  teach  nutrition.    The  key  questions  for  the 
counselor  to  asK  before  providing  information  or  teaching  new 
skills  are  as  follows: 

P 

•  Is  this  client  aware  of  her  need  for  this  information? 

L 

•  Is  she  in  a  position  to  absorb  new  information? 

•  Aim  I  the  most  appropriate  ,*  readily  available  person  to 
•teach  this  person  this  skilf? 

•  Is  it  possible  to  organize  a  class  (or  add  this  learning 
experience  to  an  existing  group) zin^grder  to  create  a  bet- 
ter learning  environment  for  this  client? 

E.  acational  resources  in  the  community  may  offer  better  quality 
instruction  and  provide  the  client  with  a  positive  educational  ex- 
perience outside  the  treatment  setting.    But  the  counselor  must 
determine  whether  the  client  would  follow  through  on  a  referral  to 
a  class,  and  whether  the  skill  or  information  would  be  presented 
(  in  a  timely  or  practical  way,.    Often,  it  is  more  efficient  to  teach 
a  specific  skill  in  individual  or  group  sessions  that  the  client  is 
already  attending. 

'  Jeanie,  a  34-year-old  woman,  was  having  difficulty  relat- 
ing to  her  12-year-old  daughter,  Claudia.    She  came  into 
treatment  requesting  family  therapy  because  she  felt 
helpless  dealing  with  Claudia's  readjustment.  Claudia 
had  been  living  with  her  grandmother  while  Jeanie  was  in 
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Dail  for  3  years,  and  now  she  rejected  her  mother's  role 
as  a  parent.    The  counseling  sessions  were  focused  to 
help  jeanie  enhance  her  parenting  skills  and  to  help  her 
establish  a  better  relationship  with  her  daughter,  in 
individual  sessions/ the  counselor  helped  her  find  ways 
to  control  her  daughter's  behavior  and  set  effective  • 
limits.    She  helped  Jeanie  learn  to  tolerate  Claudia's 
angry  reactions  without  backing  down  or  overreacting. 
They  also  discussed  appropriate  behavior  for  12-year- 
old  girls,,  aria  the  client  learned  that  although  her 
daughter's  behavior  was  age  appropriates  it  had  to  be 
met  with  firm  limits.    To  help  her  further  enhance  her 
parenting  skills,  the  clien'  was  referred  to  a  Parent 
Effectiveness  Training  workshop  that  was  being  offered 
at  the  treatment  program. 


Therapist  ^- 

Probably  the  most  challenging  role  for  counselors  is  that  of  ther- 
apist.    Techniques  and  approaches  of  the  counselors  performing  this 
role  vary,  based  largely  on  individual  educational  background  and 
experience.    In  this  chapter,  therapy  is  defined. as  the  development 
•  and  systematic  use  of  a  relationship  to  initiate  and  guide  a  proc- 
ess that  is  designed y°  improve  a  client's  specific  areas  of  func- 
tioning and  overall  well-being. 

As  a  therapist,  the  counselor  provides  ongoing  guidance  to  the  cli- 
ent based  on  an  understanding  of  the  client's  needs,  strengths 
weaknesses,  and  resources.    The  counselor  collects  information, 
listens  to  and  observes  the  client  to  understand  her, 'and  is  avail- 
able to  provide  support,  guidance,  and  direction.    The  counselor 
enters  ^nto  a  social  relationship  with  the  client  and  provides  an 
environment  in  which  she  will  feel  comfortable  enough  to  discuss 
h^r  concerns,  problems,  and  needs.  Empathy,  intuition,  and-  knowl- 
edge of  human  behavior  are  used  by  the  counselor  to  understand  the 
client's  feelings  and  problems.    The  counselor  uses  the  knowledge 
gamed  and  the  undemanding  of  the  client's  special -situation  to 
help  the  client  interpret  and  clarify  problems  and  to  explore  ways 
to  lessen  or  resolve  the  problems.    In  establishing  a  therapeutic 
relationship,  the  counselor  constantly  provides  support  and  under- 
standing, helping  the  client  through  crises'and  difficult  periods/ 
The  counselor  uses  a  variety  of  techniques,  including  reality  test- 
ing and  directr feedback— constantly  challenging,  interpreting,  and  " 
clarifying  to  help  the  client  assess  her  unique  situation  and/or 
problem,  the  alternative  courses  of  action  available,  the  risks  in- 
volved, and  the  possible  consequences  or  benefits  to  be  derived. 

The  counselor  must  also  provide  crisis  intervention  with  the  client 
and  members  of  her  family.    Family  involvement  may  be  important 
whether  it  is  designed  to  enlist  the  support  of  the  family  in  the 
treatment  effort,  to  resolve  a  specific  crisis,  or  to  help  the  fam- 
ily restructure  various  roles  and  expectations. 
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The  counselor  should  take  an  active  role  when  working  with  the  cli- 
ent and  not  simply  listen  or  reflect  back  the  client's  statements. 
The  relationship  is  based  on  acceptance *of  the  client  and  a  will- 
ingness to  care  about  her,  without  taking  responsibility  for  the 
client's  decisions  or  actions.    An  atmosphere  of  trust,  involve- 
ment, and  communication* is  essential.    The  relationship  will  stim- 
ulate a  variety  of  feelings  in  both  the  counselor  and  the  client, 
but;  if  the  feelings  evoked  in  either  person  are  consistently  nega- 
tive or  mistrustful,  the  relationship 'is  unlikely  to  be^ productive. 

*  * 

Joann,  a  44-year-old  woman,  entered  treatment  distraught 
over  her  18-year-old  daughter's  involvement  with*tirugs 
and  prostitution.    The  counselor  found  out,  through  ques- 
tioning, that  the  daughter  had  been  raised  by * Joann' s 
.^mother  until  she  was  13.    According  to  Joann,  the  daugh- 
ter was  living  on  the,  streets  and  shooting- Ritalin.  She 
had  been  in  trouble  almost  constantly  for  che  past  6 
years4.    Joann 's  mother  had  returned  her  daughter  to  her 
after  the  daughter's  delinquent  behavior  had  come  to  the 
attention  of  the  school  authorities.  * 

t  v 

The  counselor  helped  Joann  express  her  sense  of  guilt 
/and  her  anguish  about  her  daughter's  circumstances.  She 
also  explored  whether  Joann  was  being  realistic  about 
her  responsibility  for  her  daughter.    She  pointed  out 
that  the  same  woman  who  raised  Joann  (who  turned  to  drugs 
and  prostitution)  raised  her  daughter.    Joann' s  only  in- 
volvement in  the  process  was  a  role  model,  which  appar- 
ently her  daughter  was  imitating.    Joann *s  reaction  to  , 
this  idea  was  to  focus  on  the  guilt  she  had  always  felt 
about  giving  her  daughter  to  her  mother  to  raise.  She 
got  in  touch  w^Lth  the  pain  she  had  felt  in  the  separa- 
tion from  her  chil3  and  realized  that  there  was  nothing 
she  could  So  now  to  alter  the  past  or  even  to  help  her 
daughter.    The  counselor  helped  her  to  begin  mourning 
her  daughter  as  a  iost  child,  a  process  which  was  to 
last  several  months.  * 
*  r 

INTEGRATING  THE  ROLES— A  DELICATE  BALANCE 

The  five  roles  just  described,  in  combination  with  one  another, 
suggest  the  range  of  functions  counselors  will  need  to  work  with 
chemically  dependent  women.    Each  role  responds  to  some  aspect  of 
the  client's  needs.    The  advantage  of  this  multiple-role  approach 
is  that  the  counselor  can  move  consciously  from  role  to  role,  de- 
pending on  the  situation  presented  by  the  client,  yet  have  a  clear, 
consistent  approach.    For  example,  when  the  counselor  acts  primarily 
as  a  treatment  coordinator  and  limit  setter,  s/he  may  evoke  many 
negative  feelings  in  the  client.    In  turn,  .the  client  may  resist 
the  counselor,  who  is 'perceived  as  an  authority.    When  the  same 
counselor  acts  as  the  client's  advocate,  however,  much  of  the 


client's  mistrust  can  be  neutralised,  making  it  possible  for  the 
.      counselor  .to  be  more  of  A  therapist  and  lesl  of  "limit  setter  ' 

THE  COUNSELING  PROCESS  : 

Each  person  constitutes  a  new  adventure  in  understanding 
Each  is  destined  to  broaden  our  own  lives  in  directions 
as  yet  uncharted.    Each  interview  renews  our  appreciation 
of  the  challenge  and,  the  fascination  of  the  counseling 
task.     (Tyler  1969)    .,  *    -      -    •  9 

'  tual  tre^0pnrin.'Sh°W  h°W  the  5  r°les^escribed  above  work  In  ac- 
tual treatment  situations. with  women.  To  do  this,  we  will  discuss 
each  phase  of  treatment,  from  intake  to  discharge,  using  case  ex'- 

r'treatml^  °Th  WU1  UluStrate  manv  typical  problems  of  women 
or         T       and  demonstrate  techniques  that  the .counselor  can  use 

Ssks  and  SmSJ1}?  Si^Uations-    We  also  cUscuss  some  of  the. 

risks  and  difficulties  facing  the  counselor  and  show  how  the  treat- 
ment process  differs  with  different  women. 

^Io°ll0rKn91,PreSfntati0n  *S  n0t  tended  as  a  formula  to  be  fol- 
lowed cookbook  style  by  the  couns?lor.    No  guidelines  can  possibly 
and  -in   *  conceivable  sifuation;  furthermore,  each  case  K  unique 
and  will  require  individualized  responses.    The  case  examples  and 

■  STLfiSSr:         intend6d  t0  -^Pie-role 

INTAKE  '     i  *"  ', 

Most  drug  treatment  programs  have  an  internal  intake  procedure 
.  through  which  they  screen  potential  clients,  determine  the  degree 
and  type  of  chemical  dependency  involved,  and  obtain  preliminary 
information  about  the  client.    The  intake  process  should  also  com- 
fZ^K6  ^S1!  lnf6rmation  t!>  the  client  about  what  she  can  expect 
from  the  treatment  process,  what  the  program  expects  of  the  client, 
and  when  a  decision  will  be  made  on  admitting  the  client  to -the 
program.  v 

The  intake  process  need  not  be  a  comprehensive  assessment  of  the  ■ 
client  s  needs,  strengths,  and  potentials.    Often,  insufficient 
time  is  available  at  the  point  of  intake  to  realistically  evaluate 
the  client  exctjpt  in  terms  of  meeting  intake  criteria.  Neverthe- 
*  1**1  ^utake  r°Presents  the  beginning  of  treatmW...    Tl.e  manner  in 
5     w  I  t       *  Pr°CeSS  is  handled  creates  lasting  impressions  in  . 
the  client's  mind  and  will  influence  the  interactions  between  ori- 
ent and  program  that  follow.    Applicants,  even  those  who  are  not 
admitted  into  the  program,  will  have  an  opinion  about  the  way  in 
which  they  were  treated.    They  will  talk  about  the  program  with 
others  and  will  either  seek  .put  the  program  or  avoid  it  (and  oth- 
ers) later  on,  based  on  their  experiences.    A  detailed  description 


119 


.of  what  is  involved  in  *the  intake  proceas  is  presented  in  chapter 
3,  this  volume.  •  ^ 

The  intake  process  is  completed  when  the  client  is  admitted  to  the 
program  assigned  to  a  counselor ^  After  the  intake  worker  has  gath- 
ered all  information  and  the  necessary  testing  is  completed,  pro- 
,  gram  staff  can  decide  whether  to  admit  the  applicant  and  which 
counselor  should  work  with  her.    The  background  information  may  in- 
dicate that  she  has  pressing  problems  requiring  a  counselor  with 
strong  advocacy  skills.    Or,  the  intake  worker  may  sense  that  it 
will  be  difficult  to  engage  a  particular  woman,  ana  the  selection 
of  counselor  may  depend  on  who  has  the  time  and  willingness  to  be- 
come* inyplved  in  a  sustained  outreach  effort. 


ASSESSMENT 

When  the  client  enters  the  program,  the  counselor  fades  the  complex 
tasks  of  learning  enough  about  the  woman  and  her  .«eeds  to  design  a 
treatment  plan;  beginning  a  counseling  relationship;  and  responding 
to  her  immediate  needs.    This  is  the  assessment  phase  of  treatment, 
when  both?  the  client  and  the -counselor  are  trying  to  find  out  if 
the  program  can  help.,  1 

The  counselor  should  explain  the  program  and  the  treatment  process 
to  the  client.    Based  on  available  in  torn**  Lie.  about  the  client's 
recent  drug. use  (medical  fixam,  urinalysis,  self-report,  etc.),  the 
counselor  must' immediately  assess  the  likelihood  of  withdrawal  and 
the  need  for  detoxification  services.    In  methadone  programs,  coun- 
selors must  determine  whether  the  woman  meets  the  criteria  for  be-  . 
ing  admitted  to  the  chemotherapy  program,  whether  the  program,  of- 
fers the  most  appropriate  treatment  service  for  this  client,  and 
whether  there  are  factors  to  be  considered  before  making  a  decision 
to  admit  her.    Does  she  have  dependent  children?    Can  she  come  to 
the  program  regularly?    Does  she  take  birth  control  pills?  Does 
she  have  a  tendency  to  use  other  drugs,  including  alcohol?  Obvi- 
ously, the  decision  to  adroit  her  into,  a  methadone  maintenance  pro- 
gram must  be  ma^e  £n  consultation  with  a  physician. 

i 

The  client  will  have  many  questions  and  problems  related  directly 
to  her  efforts  to  abstain  from  drugs.    At  the  same  time/  the  pro- 
gram will  be  intervening  dramatically  in  her  daily  routine  and  mak- 
ing new  demands  on  her  time  and  resources.    The  counselor  should 
use  a  combination  of  techniques  Lc  guide  her  toward  participation 
in  the  treatment  process,  including  ongoing  clarification  of  issues 
and  concerns,  assistance,'  advice,  and  reassurance.  - 

Responding  to  I.,uC*diate  \teeds .    The  counselor  must  be  prepared  to 
respond  quicVly  to  the  client's  most  pressing  problems.    For  exam- 
ple, does  the  woman  i.ave  transportation  to  the  treatment  program? 
Is  she  physically  ill?    Io  d.e  facing  eviction?    Some  problems  can- 
not be  solved  in  a  «?bvrt  time,  and  this  fact  must  be  explained  to 
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^L!lienw/ith  assurance  that  they  will  work  together  to  resold 
these  problems  as  soon  as  possible.    Usually,  the  woman  will'ex- 

for  "nS",  f*!  —  J-  wS^T.  such  as  a  ranging 

for  another  client  to  give  her  a  ride  for  the  first  week  or  locat- 
ing a  medical  clinic  where  she  can  be.  seen 'without  an  appointment 
,  The  counselor  should  carefully  choo's?  one  or  two  issues  Sat  can 
be  solved  within  a  week  or-  t'wo.    The  counselors  ££L£t inter- 
est and  denonstrated^bility  to  help  will  offer  hope  to  Se  client 

IT*    5h«  JTS^f  Ln  Wili  fae  bene"ci^-     «  Possi- 

tel'ur^^ ^  *  *  taCkled  should  S"PP°"  the  client  in 
noST  ^  h5S  been  "tempting  ^  address  and  should 

^*ot  disrupt  or, threaten  any  existing  sources  of  support  in  the  worn-  • 

'  of  In™™  T  "an,Ple'  by  h6lping  3  WOman  find  a  temporary  source 
ot  income  or  transportation,  she  may  become  more  prepared  and  will- 
ing to  invest  in  the  treatment  process. 

Gathering  m-Depth  Information.    °m  the  beginning  of  the  process  t 
the  counselor  should  gatfher  as  much  information  as  possible.  The 
completed  intake  .forms  and  medical  records  should  be  reviewed 
Some  of  the  needed  information  will  COme  from  observations  of' the 

£l*HL£       t^T8^  ^ff*  °th°r  rlientS'  and  her  children. 
Al/  staff  members  should  be  observing  the  client  and  her  reactions 

in ,ZITS  "tUatlons'  and  ^e  counselor  Vhould  be  informed  of  any 
incidents  that  occur  during  initial  program  activities.    For  exam- 
ple, a  client  may  be  threatened  by  a  former  pimp  whom  she  meets 
while  waiting  in  line  for  her  dose.    Her  counselor  will  need  to  " 
act  swiftly  to  keep  her  from  withdrawing  from  treatment.    The  coun- 
selor should  also  use  early  sessions  to  learn  more  about  the  cli- 
ent s  past,  her  fears,  her  perceptions  of  others,  and  her  support 
system      Her  customary  ways  of  coping  with  stress  and  taking  advan- 
tage of  opportunities,  her  plans  for  the  future,  and  her  past  suc- 
cesses should  all  be  explored  during  the  first  2  to  4  weeks  of 
treatment.  / 

The  counselor  should  be  able  to  develop  a  clearer  picture  of  the 
, client  as  a  unique  individual  with  a  history,  a  family,  strengths 
and  weaknesses,  needs,  and  dreams,    s/he  should  learn  when  and  how 
her  client  first  experimented  with  drugs;  when  she  became  addicted; 
when  she  felt  and  functioned  best,  what  role  she  played  in  her  fam- 
ily,- and  what  kind  of  family  she  came  from. 

Although  much  of  what  the^client  reports  about  herself  and  her  s  t- 
uation  will  be  tailored  to  what  she  thinks  the  counselor  wants  to 
hear,  the  counselor  can  learn  a  great  deal  about  her  .self-.\nage, 
her  coping  skills,  and  her  problems  through  a  careful  exploration 
•of  her  history  and  present  situation. 

The  counselor  must  attend  to  confidentiality  issues  early,  making 
sure  that  the  client  understands  who  will  have  access  to  the  infor- 
mation she  gives.  Program  regulations  usually  specify  a  procedure 
to  be  followed  in  releasing  information  to  persons  not  involved  in 
the  program  as  staff.  If  records  are  subpenaed,  they  must  be  pro- 
vided in  accordance  with  the  law,  but  only  to  the  extent  that  they 
are  directly  required  by  the  subpena.    Otherwise,  an  authorization 
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for  the  .release  of  information  must  be  signed  by  the  client  before 
any  information  can  be  provided.    In  the  case  of  a  referral,  the 
client  should  be  aware  of  what  information  is  requested  by  the 
other  agency  "and  should  decide  whether  she  wants  her  counselor  to 
provide  this  information.    She  then  signs  a  release. 

It  is  another  question  when  the  need  for  information  comes  from 
within  the  staff  of  the  program.    We  recommend  complete  sharing  of 
information  among  clinical  staff.    First,  to  develop  a  unified 
treatment  approach,  the  staff  members  must  have  access  to  the  same 
information.    For  example,  the  nurse  may  need  background  informa- 
tion to  know  what  to  look  for  and  what  information  to  provide  the 
counselor  in  return.    The  client  may  attempt  to  manipulate  various 
staff  members  if  she  senses  that  there  is  no  unified  approach  or 
.sharing  of  information. 

Therefore,  the  counselor  should  explain  tG  the  client  earlfoin  the 
intake  or  assessment  process  that  clinical  staff  members  snare  in- 
formation ebout  clients  sot  the/  can  work  together  as  a  team  but 
that  the  staff  will  keep  all  information  confidential  and  not  share 
it  with  anyone  outside  the  staff  without  the  client's  written  per- 
mission.   The  counselor  can  thus  obtain  the  support  of  other  stafjf 
members  without  betraying  the  client.    This  approach  will  also  en- 
able the  counselor  %o  use  the  combined  resources  of  the  .  taff  in 
diagnosing  "the  client's  states,  problems,  progress,  and  the  devel- 
opment or  modification  of  treatment  plans.    If  the  counselor  is 
ill  or  unavailable,  other  staff  members  can^work  with  the  client. 
If  the  counselor  is  reassigned  or  leaves  the  program,  his  or  her 
clients  can  readily  turn  to  other  staff  members 'without  having  to 
start  over. 

i 

Catherine  Case  Information,  information  for  an  initial  assessment 
usual  1'  comes  from  a  variety  of  sources: 

•  Client  self-reports, 

•  Structured  interview  formats,  / 

•  Staff  case  conference  notes , 

•  Other  agency  reports  (parole,  caseworker,  etc.),  and 

•  Urine  screens. 

Our  experience  has  shown  that  a  detailed  assessment  profile  is  use- 
ful in  treatment  planning.    The  profile  should  consist  if  the  fol- 
lowing' elements.  t  A 

•  Demographics  and  Basi^  Information.    Collect  information 
on  the  client's  age,  sex,  date  of  birth,  race,  social  se- 
curity number,  marital  status,  number  of  children,  ages  of 
children,  children's  residence. 

•  Education.    Obtain  information  on  the  client's  formal  and 
informal  schooling — types  of  degrees  or  credentials,  high- 
est grade  completed,  and  perceptions  of  the  importance  of 
more  education  or  training.    If  she  plans  to  enroll  in  a 
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program,  ask  her  about  the  training  area  and  the  ^ype  of 
aegree  or  certificate  she  can  obtain. 

•  gnployment.    Ask  about  current  afcd  past  jobs.    Obtain  the 
names -of  employers  or  organizations  and  ?he  length  of  e£ 
payment  at  specific  jobs.    Determine  how  she  found  out 
about  the  job  currently  held  and  how  well  she"  gets  alone 
with  h,er  supervisor  "and  coworker-,    Ask  about  probWat 

.  .current  or  past  jobs1,    when  applicable,  ask  why^he  Tef t 
previous  3obs.    .Was  the  reason  drug  re/ated?    Did  the  em- 
ployer know  about  thfe  clienfs  drug  history,  and  if  so  did 
this  cause  problems  for  the  client?    Ask  if  she  makes 

in^f«m0Key.f^RVher  CUrrent  job  to' support  hersel'f,  and 
inquire  about  her  perceptions  for  supporting  herself  in 

a^d  fuestion  1LSh\haS  reCeiV6d  v— tional  counseling, 
and  question  her  about  her  vocational  aspirations. 

*  ofh^n^rT-;    ASk  ab°ut  her  hea1^  status-  *°  history 
of  her  medical  treatment,  any  illnesses  requiring  hospital- 

t  ?Si  ^lnesses  ca«ing  her  disabilities,  preventive 

health  habits  (e.g.,  diet/  smoking,  sleep  patterns)  his- 
tory of  dental  treatment,  source  of  insurance,  Ind  toe  per- 

drugs  the  client  takes  when  she  is  sick. 

'    Living  Arrangements'.    Collect  information  on  where  the  cli- 
ent lives,  the  type  of  dwelling*,  how  she  found  out  aL-out 

^Vin?,in  the  household,  their  ages  and  rela- 
tionship to  the. client,  how  much  rent  she  pays  per  month, 
any  problems- she  has  in  her  living  arrangements^  could 
Sryj^^*"  b3SiS'         her  Perceptions  of 

S?u*iS'>  °btain  *  detsiled  Profile  of  the  client -s 
criminal  history,  current  parole  or  probation  status,-  cur- 
rent legal  problems,  the  person  she  goes  to  for  help,  the 
person  she  talks  to  about  legal  problems,  and  if  pending 
charges  interfere,  with  any  plans  for  'jobs  or  education. 

IncomW.    Other  than  a  regular  job,  probe  for  additionaj 
sources  of  income;    Determine  if  money  is  obtained  from  le- 

"S»tleS«;e9-aA-r^CeS  lt'e"  ProStituti°"<  ^.ling,  other 
-wTr?!    *  8he  h"  Credit  cards  in  her  name.  Ask 

about. living  expenses,  monthly  income,  the  ways'she  usually 
-  spends  extra  money,  and  specific  money  problems  she  feels.* 

8 AG  n  AS »  • 

^t^!.^tivlht1^:    Option  the  client  about  recreational 
activities  or  hobbies  she  pursues.    Does  she  wish  to  join 
any  clubs  or  groups  in  the  future,  and  if  so,  which  ones? 

2 t°T^e  Spend  her  free  time:    Determine  what  she 
does  with  friends.    Does  she  visit  and  talk,  take  drugs, 
etc  ?    Determine  -what  activities  she  especially  enjoys  and 
find  out  if  she  has  the  resourrjs  to  pursue  these  interests. 
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•  Transportation.    Determine  what  type  of  transportation  the 
client  has  at  her  disposal.    How  does  she  get  around?  Is 
it  reliable?    Does  she  have  problems  getting  to  the  treat- 
ment program  or  other  agendies?    Does  she  have  a  valid 
driver's  license?    Jts  public, transportation  accessible  to 
her? •  \ 

\ 

•  Social  Supports:    Friends  and  Contacts.    Determine  whom 
the  client  goes  to  for  emotional  support,  information,  or  • 
services.    With  whom  does  the  client  exchange  services? 

Is  there  someone  who  can  babysit  for  her  children  or  take 
care  of  her  house  if  she  is  gone?    Who  are  her  friends? 
Are  they  anchored  to  the  drug  or  the  nondrug  world?  How 
< difficult  is  it  for  the  client  \o  make  friends  who  aren't  % 
in  the  drug  scene?    Does  she  go  to  anyone  for  advice  about 
bersonal  matters?    Whose  opinion  does  she  consider  about 
important  decisions?    Whom  can  she  depend  on  in  an  emer- 
gency?   What  are  the  positive  aspects  of  the  network  that 
facilitate  reentry?    What  are  the  negative  aspects  of  the 
network  that  hinder  reentry?  * 

•  Family  History.    Obtain  a  detailed  family  history  on  the 
client,    inquire  how  many  siblings  she  haa  and  their  bd>.th 
order.    Ask  her  about  her  home  atmosphere  /and  how  family 
members  get  along.  f 

•  Drug  and  Alcohol  Us<*.    Question  the  clienfc  about  her  cur- 
rent use  of  opiates  and  other  drugs.    I^she  using  drugs 
occasionally  or  actively?    What  does  nor  drug  habit  cost 

*  per  day?    Does  she  use  drugs  alone  or  with  other  people? 

•  Motivation  for  Treatment  and  Requests  for  services.  Deter- 
mine why  the  client  came  to  treatment.    Was  her  e*ntry  vol- 
untary/ or  was  it  due  to  outside  pressures,  such  as  a  court' 
mandate?    Was  she  having  medical  or  legal  problems?    Did  % 
she  experience  social  pressures  from  family  or  friends? 

Is  her  drug  source  still  available?  ^ 

What  goals  has  she  set  for  herself  now  that  she  is  in 
treatment?    Can  she  distinguish  between  short-term,  in- 
terim, and  long-terra  goals?    What  are  her  expectations  of 
the  counseling  relationship?    Ask  her  about  what  problems 
the  counselor  is  likely  to  cause,  or  what  worries  she  has 
about  having  a  counselor. 

Psychosocial  Assessment  and  Clinical  Impressions,    Ask  the  client 
to  identify  her  strengths  and  weaknesses.    What  thirgs  is  she  good 
at?    How  effective  is  she  in  solving  day-to-day  problems?    Has  she 
established  long-term  goals?    How  does  she  go  about  organizing 
things  in  her  life?    Does  she  follow  through  on  goals?    How  does 
she  respond  to  stress  or  change?    What  .are  her  perceptions  of  her 
emotional  health?    Does  she  feel  lonely  or  depresses?    Does  she 
verbalize  feelings  of  boredom?    Whut  are  her  pleasures?    What  makes 
her  feel  good,  about  herself?    How  important  is  it  for  her  to  get 
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Sta^E'S0"*1  Prob.lems?    To  whom  would  she- 9o  for  help--.  ' 
S.?i.»  S    r,\0t  Professionals?    How  comforLble  does  she 
feel  when  taking  to  professionals  about  her  problems? 

-     Record  your  clinical  impressions  o*  the  abov*  Wnr^W  ,<u 

Suisse  r  *  •"!—  ■2ysr^fsss»"i£1 

■  DEVELOPING  THE^JREATMENT  PLAN 

Approximately  2  to  4  weeks  after  the  client  is  a^<ft^  *  ... 
gra«,  the.  assessment  phase  should  enYln'Se  ^oTo^  £*T 
ment  plan     This  plan  helps'  the  counselor  and  the  client  focus  on 
Short-  and  long-term  treatment  objectives,    ft  establishes  ^me  - 

afa^e  ^spec^^^ 

!SV  roafJ»a?'  the  treatment  plan.can  be  checked  for  accuracy 
1?£VJ?  "1    a\tUal  COnditions  fcing  the  client  and  counselor 
arise"  Jhe olaf "  ^V1*"  J"  ina*^*>  or  when  new  probes  9 
^*  th'  P^"ucan  fnd  should  be  changed.    Considerable  care  and 
thqught  -should  be  taken  in  develoDino         ~i  ,„  m. 
failnra-«F  kV.„  v  developing  the  plan.    The  success  or 

failure  of  the  treatment  effort  should  be  measurable  in  terms  of 
the  goals  outlined  in  the  plan,    wither  the  client,  the  counselor 

«nfe*Pr09,raB  iS  attem*tin*  ^  gage  the  effectiveness  of  treat- 
ment, the  plan  can  serve  as  a  useful  yardstick      i„  lu,       1  ■ 

■  mintshelf  *"„  f  ient^nd  COUnSel°r  ^entiS^te    iS^  ^ee"!6 

"Lr  anL"unch    it  re9ardin9  What  ^  Can  ^ect  fro»  o"9^ 
2!  \  Af,such'  ifc  can  se^e  as  an  extremely  valuable  means  of 
co^un  cation.    When  the  client  agrees  to  a  specific  plat  she  is  . 
more  likely  to  make  a  stronger  commitment  to  £he  treaLe^  process 
and  increase  her  chances  of  fulfilling  her  goals.  BMnt.Pro«eM 

In  developing  a.  treatment  plan  it  is  important  to  identify  the  ba- 

informalion    C^ientS'    CUehtS  then,Se         «e  »•  best  source  of 
information,    sine*  our  experience  has  shown  that  during  the  early 

!29£  «     ^reatment^any  clients  have  difficulty  expressing  n?2 
£.  pr^esS;.We  reCCJ™end  *"  fOU°Win9  ^rategy'to  Lcilita'te 

Board  Game.    Ask  the  client  to  visualize  her  needs  by  giving  her 
S  USS*  WhlCh  WiU  bC  PlaC€d  °n  a  board  listin*  S  problem areas 

Se  Skens"       dr"9         ifi9Ure  U  *   <Ask  0,6  ctient  to  distribute 
the  tokens  as  she  sees  fit,  given  her  current  needs  for  treatment 
For.  example,  Mary  distributed  35  tokens  on  the  housing  sfot  SSL 
she  faced  eviction  and  was  desperate  to  find  suitable  housing  for 
herself  and  four  children.    Jane  distributed  most  of  tne  tokens  on 
thedrug  use  slot  because  she  viewed  her  personal  drug  use t  in- 
vehement  in  the  addict  lifestyle  as  her  Zst  pressing  and  Mate 
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problem,    if  a  client  has  difficulty  identify'iricjsher  problems,  the 

Some  f 6,      "  t0  h6lP  d6fine  0r  expectations. 

Some  clients  : may  feel  too  ashamed  to  express  problens  openly.  This 

'   Sis  JT  ^"f'  "P«ss  and  rank  their  problems.  With 

,    ™^f»"»»t«>"'  both  counselor  and  client  can  proceed  more  quickly 
Tcl^ll  T  Problr-  *[urthe^r^  "  ^  client  senses  that  immediate 
Uvelv  i  t  It hCOa,in9',she  wil1  ««  ~"  motivated  to  participate  ac- 
llllL      ^     ™ffUn9  Proc«s-    The  first  few  sessions  "are  criti- 
trk^ment       Pr0^bly  dotorn,i"e  Aether  the  woman  remains  in 

K  ' 

^f^00^1"3'10"'    T°  be  effecfive,  the  treatment  program  should 
function  as  a  coordinated  unit  with  all  clients.    The  counselor 

lltV£    *  ?    ^         k-sr  r,°le  in  this  process'  "ganiZin5,  facili- 
tating, and  managing  case  conferences.    The  case  conference  can  be 
an  effective  counseling  tool  if  it  is  well  organized.     It  can  be 
structure*  to  involve  several  staff  members  who  have  ongoing,  con- 
tacts with  a  particular  client.    An  agenda  and  appropriate  mate- 
rial are  prepared  and  given  to  the  staff  (team)  prior  to  the  case 
conference      If  possible,  case  conferences  should  be  scheduled  reg- 
ularly so  that  they  become  part  of  the  staffs  regular  routine. 

^,^TS,Can  b°  a™:*ed  P"°r  t°  the  preparation  of  formal 
treatment  plans,  periodically  during  the  course  of  treatment,  and 
when  emergencies  or  special  problems  develop. 

•  One  format  for  developing  the  initial  treatment  plan  is  to  schedule 
'  3  ^aSe  «mference  to  summarize  and  analyze  information  about  needs  ' 

and  problems.    A  preliminary  plan  is  discussed  by  the  staff  partici- 
pants, with  the  counselor  taking  notes.    The  counselor  constructs 
*  preliminary  plan  based  on  the  notes  "and  reviews  it  with  the  cli- 
ent.   The  client  accepts,  rejects,  or  suggests  alternatives  to  the 
goals  or  tasks  spelled  out  in  the  plan.    The  counselor  then  prepares 
the  final  plan  for  the  client's  file. 

In  another,  format,  the  client  (with  counselor  .assistance  or  in  col- 
laboration) draws  up  her  own    reatment  plan,  which  is  then  reviewed 
by  other  staff  members  (and  pt.haps  other  clients).    With  questions, 
suggestions,  and  even  challenges  to  the  plan,  a  realistic  composite 
p.an  evolves  that  the  client,  counselor,  other  staff,  .and  other 

•  clients  understand  and  supportv  The  client  can  also  gain  self- 

•  confidence,  self-analysis,  problem-solving,  and  interpersonal  skills 
in  this  pr6cess  if  the  setting  allows  for  ar.  open  exchange-with 
support  and  assistance  available  to  her. 

Jaqe's  Treatment_Plan.  -The  following  is  an  example  of  the' process 
used  to  develop  a  treatment  plan.-  We  show  how  the  pion  develops* 
from  the  information  presented  at  the  case  conference  and  how  the 
client  handles  the  suggestions  of  the  staff.    Her  acceptance  of  the 
final  plan  is  the  last  step  in  the  process. 

After  jane  had  been  in  a  methadone-  maintenance  program  for  3  weeks 
her  counselor  presented  the  following  information  to  the  staff  at 
a  case  conference. 
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Psycho-Social  Profile 

Jane  is  a  24-year-old  woman  with  no  children.    She  is 
entering  treaunent  at  tfris  time  because  her  husband 
Robert,  aged  53,  w.as  assigned  to  the  program  6  weeks  ago 
as"*  a  condition  of  parole..  She  reported  that  although 
her  husband  was  putting  some  pressure  on  her,  she  also 
was  tired  of  prostituting  to  buy  heroin  and  .was  fearful 
of  getting  arrested  while  buying  drugs. 

At  the  time  of  intake,  Jane  complained  about  her  living 
situation.    She  lives  in  a  studio  apartment  with  her  hus- 
band, and  feels  that  the  neighborhood  is  unsafe.    She^  is 
concerned  about  the  roaches  and  has  problems  with  the 
neighbors,  especially  men  who  harass  her  when  Robert  is 
not  at  home.    In  spite  of  these  problems,  she  has  no 
plans  to  move  because* she  can't  afford  a  better  place. 

Jane  completed  the  ninth  grade*and  has  had  no  job  train- 
ing.   Since  the  age  of  16,  she  has  supported  herself 
through  prostitution.    She  seems  to  have  mixed  feelings 
about  her  source  of  income.    She  is  pr^oud  that  she  works 
in  a  massage  parlor  rather  than  on  the  streets.    She  also 
says  that  Robert  depends  on  her  to  support  them  both,  and 
does  not  have  other  alternatives.    She  is  not  in  a  posi- 
tion at  present  to  obtain  a  straight  job.    She  expresses 
shame  about  her  work,  and  feels  that  othej:  people  can 
sense  that  she's  a  prostitute.     She  avoids  people  as 
much  as  possible,  and  is  often  depressed  about  the  life 
she  leads.    She  reports  that  she  takes  heroin  mostly  to 
cope  with  her  sense*  of  worthlessness  and  shame.  She 
spent  several  nights  in  jail  for  soliciting  but  was  al- 
ways bailed  out  by  her  husband.    When  he  went  to  prison 
for  dealing,  she  found  a  massage  parlor  that  employed 
several  addicts  and  secured  another  connection  for  drugs 
from  one  of  the  other  women*.    Jane  spent  a  good  deal  of 
her  adolescence  in  juvenile  ha-ll  and  foster  homes  and  is 
fearful  of  arrest. 

At  this  point,  Jane's  health  is  good,  according  to  the 
results  of  her  physical  exam.     She  has  dental  problems 
that*  need  attention  and  has  an  iron  deficiency.    She  has 
no  medical  insurance.    However,  Jane  found  a  gynecolo- 
gist, whom  she  sees  every  month.    She  has  had  V.D.  and 
also  two  abortions  in  the  last  year  and  a  half.  She 
feels-  that  it  is  important  to  see  the  gynecologist 
regularly. 

Jane's  relationship  with  her  husband  has  come  up  often 
in  our  initial  sessions.    She  believes  that  he  Saved  her 
life  because  at  the  time  they  met  she  .was  contemplating 
suicide.    They  have  been  together  for  the  past  5  years, 
except  for  two  periods  when  Robert  spent  time  in  prison. 
Jane  reports  that  they  fight  frequently,  especially  about 
Robert's  relationships  with  othei  women,  but  she  would 
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never  leave  him  "because  he  is  her  wKble  life."    She  did 

well  when  he  was  in  prison^  but  her  emo- 
tional dependency  is  intense.  In  addition,  she  is  de- 
pendent on  him  for  transportation,    she  doesn't  drive  ■ 

£  ^v  rjf!  co"?itlon  that  he  tajte  her  back  and  forth 
to  work  and  to  other  appointments.    Now  that  Robert  is 
at  home,  sh.e  goes  nowhere  without  him.    Jane's  role  in 
'  IS  ^"fehold,is  to  "te  money,  take  care  of  the  house 

Zt  ^V?  W3it  f°r  Robe'rt  to  001,10  holEe  when  he 'goes 
out  without  her.  y 

Historical  Information  , 
Jane  was  adopted  at  birth  by  working-class  parents  in 
their  early  forties.    Tne  family  had  one  other  child,  a 
bay  4  years  older.    They  told  Jane  that  the  doctor  had 
advised  them  not  to  have  any  more  children  because  of 
their  age,  and  they  had  decided  to  adopt  a  girl. 

Jane  was  raised  in  a  very  religious,  rigid  atmosphere. 
Her  father  was  authoritarian,  and  her  mother  rarely  dis- 
agreed with  him  about  anything.    Jane  describes  them  as 

very  good    very  holy  people,  who  never  got  angry,  never 
raised  their  voices,  and  always  did  the*  best  they  could." 
When  the  children  quarreled,  the  parents  were  horrified. 
They  told  her  that,  their  son  did  not  behave  so  shamefully 
until  she  came,  and  that  she  must  stop  provoking  him  to 
the  sin  of  anger.    Bible  quotations  yere  used  extensively 
in  handling  behavior  and  she  was  often  sent  to-pray  for 
%God  s  forgiveness.    Jane  resented  her  brother's  favored 
position  but  felt  guilty  about  these  feelings.  She 
thought  she  should  be  grateful  to  her  family  for  taking 
her  m,  but  she  didn't  believe  that  they  really  loved 
her.  J 

Jane  internalized  the  religious  values  of  her.  family. 
She  worked  hard  to  please  her  parents.    She  also  did  very 
well  in  school,  relating  much  better  toiler  teachers  than 
to  her  peers,    she  was  shy  with  other.children,  and  often 
fell  victim  to  teasing  and  bullying,  which  she  never 
learned  how  to  handle.    Jane  became  a  quiet,  almost  se- 
cretive child,  hiding  most  negative  feelings  behind  a 
compliant  facade. 

"At  puberty,  Jane  experienced  .two  traumatic  events  that 
were  to  alter  radically,  her  .perception  of  herself  and  her 
functioning.    At  age  9,  she  spent  the  summer  with  an  aunt 
and  uncle.    On  several  occasions  the  uncle  fondled  her 
in  a  sexual  way.    she  was  troubled,  confused,  ashamed, 
and  strangely  excited,    she  didn't  tell  anyone  about 
this  ^experience,  fc>ut  felt  burdened  by  guilt  and  fearful 
that  her  uncle  would  expose  her  to  her  parents  as  a  bad 
girl.  *  When  she  was  12,  her  brother  took  her  into  the 
garage  where  two  of  his  friends  were  undressed.  The" 
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cajoled  and  coerced  her  into  stripping,  then  raped  her. 
This  time  she  told  h'er  mother",  who  smacked  her  and  told 
her  to  stop  making  up  lies.    She  avoided  her  brother,  but 
she  was  deeply  disturbed  about  her  mother's  reaction. 
She.  was  angry  and  yet  couldn't  accept  the  idea  that  her 
mother  would  let  her  brother  treat  her  in  such  a.  horrible 

Of 

way> 

« 

Over  the  next  2  years,  Jane  withdrew  more  and  more.  She 
daydreamed  at  school,  and  as  her  grades  dropped,  she  pre- 
tended sickness  to  stay  at  home  as  much  as  possible.  . 
Later  /  she  began  to  cut  school  and  go  downtown  to  window- 
shop.    Eventually  *  she  began  shoplifting  but  was  caught 
and  taken  home  by  the  police.    Her  family  reacted  with 
rage.    This  was  the  beginning  of  a  period  in  which  Jane 
expressed  her  own  anger  and  sense  of  worthlessness 
through  delinquent  activities.    By  the  age  of -15,  she 
had  been  suspended  from  school  for  truancy  and  was  reg- 
ularly meeting  boys  much  older  than  herself  at  the  loc<il 
park.    They  introduced  her  to -marijuana,  then  began  us- 
ing her  as  a  runner  to  customers.    She  was  caught  while^ 
delivering  a  supply  of  marijuana.    When  her  parents  were 
notified,  they  refused  to  take  her  home.    She  served  a 
6-month  sentence  in  juvenile  hall.    Uffon  release  she  was 
placed  in  a  series  of  foster 'homes .    She  continuously 
ran  away,  going  back  to  her  friends  on  the  streets.  At 
16,  Jane  started  prostituting.    She  lived  with  a  pinip 
who  supplied  .her  with  drugs.    During  this  period  she  was  m 
dependent  on  alcohol,  marijuana,  and  various  tranquili- 
zers  and  sleeping  pills.    She  left  town  and  lived  with  a 
succession  of  men.?   She  tried  heroin,  and  in  a  short  time 
became  addicted*  I  . 

At  19',  Jane  had  disintegrated  to  the  point  of  contemplat- 
ing suicide  by  taking  an  overdose  of  heroin.    After  she 
attempted  this  twice,  her  pimp  threw  her  out  and  she  met 
Robert,  who  decided  to  take  her  in.    Although  Robert  was 
also  addicted,  he  and  Jane  developed  a  strong  relation- 
ship, and  the  combination  of  a  steady  source  of  supply 
of  heroin  and  Jane's  feeling  of  belonginq  to  Robert  has 
stopped  her  from  feeling  suicidal  for  the  past  5  years. 

Analyzing  the  Information.    The  staff  discussed  Jane's  case  for  2 
hours.    Their  first  task  was  to  add  other  pieces  of  information, 
especially  observations  by  the  other  counselors  and  the  nursing 
staff,  and  to  check  on  the  client's  urine  testing  record  to  see 
how .well  she  was  handling  her  withdrawal  from  heroine.    The  test- 
ing report  was  quite  favorable;  Jane  had  had  only  one  "dirty"  test 
in  the  first  week.    The  following  weeks  were  marked  by  good  attend- 
ance at  the  program,  including  group  and  counseling  appointments 
as  well  as  picking  up  her  methadone.    The  counselor  leading  the 
intake  group  for  new  clients  reported  that  Jane  was  extremely  quiet 
and  noncommittal,  even  when  directly  addressed  brother  clients  or 
the  leader.    All  staff  noted  that  she  appeared  to  be  cooperative, 
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'  ^rs^^s'axS^J0!, °fferin9  ""«*  -formation  about  herself, 

•     3 ;  — Pt: 

,._fe)x>r  working  with  her  husband,  Robertas  Pleased \  1,  T 
;,  ,  -entered  ^he  program  and  was  progre!£„g  so  w^ll    Ihe  ' 
,   ?,doubts  about  Robert-  »c  ™  ^\       y  5,0  we±±.    she  had  some 

social  maturity,  and  other  special  problems      The  ™  Psvch°- 

and  diagnostic  information  helpedrfK^a  «,rS.It  If  11  '  T" 
that  made  it  possible  teUlfiClJS:"  °f  *"  C^nt 

her  s*op  prostituting,  gettin  w  t  ?2 "  hyness^nd Sf 

a  Sb  ";„f  °bta^in9  h«  hi^h  Sch°o1'  fiP^  and  equally 

a  job    and  learning  to  drive,    she  knew  she  needed  to  see  a  den- 

i«L    fc  I1""  '  PlaCe  28  mUCh  Stance  on  this  aVon  the  other 

probably  be  more  difficult  to  resolve.  " 
#  *  * 

S^Jal  Assessment.    The  staff  perceived  Jane  as  having  func- 
tioned well,  with  some  social  shyness,  until  the  traumatic"  events 
of  early;adolescence.    Her  early  childhood  family  convicts  may  ' 
account  for  her  reliance  on  Robert.    Jane's  low  self-esteem  was  re- 
~oSd  ^  Sarly  eXPeriences.    She  did  not  feel  fuU?  ac- 

cepted into  her  adopted  family,    she  had  experienced  feelings  of 

ha*"  L'LSlTS*  °f  ^  inCidentS  Mith  her  uncle  and  Ser.  she 
IS  "°  aCfeptabJe  outlets  ^  handling  her  reactions  to  these  events 
and  situations  in  which  rhe  was  victimized.    Feeling  isolated  and 

a"  Half  d:^°U;iany  T  °f  9aini"9  SUPP°rt'  ^e'bec'mf  depressed 

S  ;   ve*  she  used  heroin  and  other       to  copfwith 

the  feelings  of  anger  and  depression.    Her  current  life  circum- 
feeUngs?  °f  alt«"at-«  Perpetuated  tnese 
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Jane's  marriage  provided  some  stability  and  self-esteem.    It  was 
felt  that  so  long  as  her  marriage  remained  stable,  Jane  would  pur- 
sue rehabilitation  goals*    If  the  marriage  deteriorated,  her  situ- 
ation might  become  much  more  difficult.    Some  staff  thought  that 
Jane  might,  at  some  point,  need  antidepressant  medication  or  psy- 
chiatric counseling. 

Client  Strengths.    In  response  to  questions  on  her  strengths,  Jane 
described  herself  as  a  good"  listener  and  a  kind,  honest  person. 
Shefwas  proud  of*  the  f act  that  she  did  not  steal  to  maintain  her 
habit,  and  she  felt  she  was  a  cpod  budgeter  and  planner.    She,  han- 
dled the  bills  and  food  budget 'carefully  and  believed  that  she 
could  make  sacrifices  when  necessary  to  achieve  a  goal.  Although 
Jane  presented  herself  as  a  "little  girl"  in  a  way  that  invited 
others  to  victimize  her,  she  could  also  us^e  that  image  Jto  obtain 
approval  and  cooperation  from  others.    These  strengths  helped  her 
to  cope  with  the  demands  of  the*treata§ent^prpgram,  and  the  staff 
anticipated  that  she  would  continue  to  participate  so  long  as  the 
program  did  not  make  demands  beyond  her  level  of  functioning. 

The  Treatment  Plan— Selecting  Short-Term  Goals.    With  these  points 
in  mind,  the  following  short-term  goals  were  formulated.  Short 
term,  in  this  case,  meant  that  the  goals  could  be  accomplished 
within  a  brief  period,  usually  less  than  a  month,  and  would  require 
no  major  new  skills  from  the  client. 

1.    Make  a  plan  with  Jane  for  obtaining  general  assistance  at 
the  county  welfare  program  for  unemployed  adults.  Pro- 
vide Jane  with  information  on  the  level  of  benefits;  the 
process  for  obtaining  them,  including  the  needed  documents 
and  procedures;  and  the  time  involved.    Spell  out  the 
exact  help  she  can  expect?'  from  the  program,  including  help 
in  filling  out  forms  and  followup  phone  calls  from  the 
counselor  to  guarantee  prompt  processing. 

"2.    Help  Jane  plan  a  budget  using  only  welfare  income.  Dis- 
cuss how  this  change  in  income  will  affect  the  marriage, 
and  have  Jane  consider  whether  she  would  appreciate  having 
a  meeting  that  included  her  husband  and  his  counselor  to 
X    discuss  finances  and  other  factors  involved  in  their  par- 
ticipation in  treatment.  1  • 

3.  Move  Jane  from  the  intake  group  to  a  women's  group.  Since 
the  women's  group  has  a  policy  6f  pairing  new  members  with 
more  experienced  ones,  it  can  help  Jane  develop  some  rela- 
tionships immediately  that  will  help  her  feel  less  isolated 
when  she  stops  going  to  the  massage  parlor.    The  chapter 
entitled  "Women's  Groups  as  a  Form  of;' Intervention  for 
Chemically  Dependent  Women*'  in  volume  2  describes  more 
fully  the  benefits  and  activities  possible  in  all-women 
groups . 

4.  Encourage  Jane  to  usa  and  recognize  existing  strengths  in 
accomplishing  goals  1  through  3. 
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^£^^£^c^r^   would  be  reasonabi^ 

lationship  would  be  usSul  anl  Counseli"9 
•  problems.  WOuld  rfisolve  SOIne  of  her  immediate 

Selecting  Intermediate  Goals.    The  staff  ..  ,  ^ 

require  more  than  6  months      The  fLvZ       «  *       !l      6y  WOuld  not 
goals  is  to  build  on  thfLr^t  JT^nf  ln'ermediate  tasks  and 
on  long-term  goals      i»L!Sh  !       9f    3  ^  to  PrePare  for  work  • 
a  uerm  goals.    Intermediate  goals  were  as  follows. 

1.    Help  jane  obtain  secure  income  from,  legitimate  source. 

2-    -Help  her  reduce  feelings  of  depression  and  anxiety. 

3.  •  Increase  her  health  maintenance  skills  and  awareness. 

4'     Ser«rSSTn9  VOCati°"al  Potentials,  interests, 'and 
awareness.    Increase  her  self-esteem  in  this.  area. 

^    ZlTrS  testatfnin9  *  hl9h  SC^1  «  P-ii  a" 

7.     Increase  Jane's  self-esteem' in  all'  areas. 
The  following  tasks  were  designed  with  these  goals  in  mind. 

l'    twlrofr^  in  inCOme  area-:  maxim*,  coopera- 

dePartnent  °f  social  —ices  through  telephone 


2. 


nSuef  iden1IfviVe  COUnse"n*'  teach  Mane  relaxation  tech- 
niques, identify  sources  of  low  self-esteem,  depression.' 

USL-nf  8e»T  medicaid  card  through  social  services  de- 
\t    •    ?  ''°  dentist         f611owuP-    «efer  Jane 

tlar,  91V6n  at  the  pro^am,  including  nutri- 

tion, contraception,  and  health  maintenance. 

Locate  adult  education  program  in  Jane's  area.  Arrange 

2straAr1rannaerfhabilita"0n  *  Ja"e  vocational 

ctnSr  aff  9,  T "  9r°UP  t0  Visit  career  guidance 
center  at  local  community  college.  Work  individually  with 
Jane  on, vocational  identity  issues. 

Arrange  for  Jane  to  be  tested  at  the..adult  school  and  en- 
roll her  in  a  high  school  equivalency, class.    Provide  sup- 

S£t£  ?or°tLr?asknfiVidUal  S6SSi0nS  t0  ^  a-ietv 
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6.    Use  women's  group  througfh  close  coordination  with  group 
leader.    Structure  group  activities  so  that  Jane  gradually 
takes  more  risks  in  expressing  feelings.    Use  individual 
sessions  at  times  to  discuss  Jane's  feelings  about  women  < 
'  j     met  in  the  program  and  her  activities*  with  them.  Assign 
Jane  to  make  and  keep  one  social  ^engagement  per  week  with 
another  woman  in  the  program  or  at  class. 

e 

,   7.    Review  Jane's  progress  with  her  at  least  every  2  weeks. 

At  the  end  of  each  goal  accomplished,  highlight  her  prog- 
ress in  individual  sessions.  Go  over  each  step  Jane  took 
that  contributed  to  the  success  of  the  plan.  Ask  Jane  to 
help  another  client  as  soon  as  possible,  and  brincj  to  her 
attention  how  she  was  able  to  be  of  -service  £o  someone 
else.  Praise  her  periodically  for  abstaining  from  drug 
use.  Do  everything  possible  t*b  insure  that  Jane  is  rein- 
forced by  group  and  by  other  program  §taff  and  clients. 

Selecting  Long-Term  Goals.    Long-term  goals  are  generally  easy  for 
the  counselor  to  envision  but  difficult  for  the  client  to  accept. 
In  fact,  many  of  these  goals  may  not  be  achieved  during  treatment. 
Their  realization* requires  a  major  commitment  of  resources  by  the 
program,  an  equally '  large  ^commitment  by  the  client,  a  long  process 
of  gradual  change,  therapeutic  work  on  behavior  changes  desired, 
mastering  major  new  skills,  cooperation  from' one  or  several  commu- 
nity or  social,  resources,  and  sometimes  all  of  the  above.  Marty 
long-term  goals  are  not  requested  by  the  client  at  all  but  are  en- 
visioned by  '<the  staff  as. necessary  to  the  total  rehabilitative 
process.    If  the  client  does  recognize  her  need  for  accomplishing 
the  goal,  she  is  also  likely  to  seriously  underestimate  the  diffi- 
culties involved  in  reaching  it.    She  may  become  so  discouraged  by 
the  intervening  setbacks  that  she  gives  up  altogether.    In  outline 
ing  the  following  lS*g-tenn  goals,  the  staff  was  unsure  how  Jane 
would  feel  about  them,  but  saw^them  as  needed, in  the  long  run  for 
her  successful  functioning  as  an  independent  adult. 

1.  --Jane  works  through  sexual  guilt,  becomes  more  comfortable 

with  her  sexuality. 

2.  Jane  chooses  a  vocational  goal,  secures  financial  assist- 
ance, 'and  completes  training  to  prepare  *or  career. 

3»    Jane  develops  social  skills  sufficient  to  make  friends  at 
school,  handles  classroom  situations  comfortably. 

♦ 

4.  Jane  becomes  more  assertive  both  with  authority  figures 
and  with  strangers. 

5.  Jane  obtains  driver's  license  and  ends  dependence  on  hus- 
band for  transportation. 

6.  Jane  reevaluates  her  family  of  origin,  develops  insight 
into  their  contribution  to  her  strengths  and  difficulties 
She  differentiates  herself  and  her  values  from  those  of 
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her  parents,  decides  what  kind  of  relationship,  if  any, 
she  wants  »to  have  with  them,  and  finds  the  one  that  is 
most  comfortable.  0 


?.  Jane  develops  a  .similar  sense  of  perspective  on  her  mar- 
riage. She  recognizes  the  positive  and  negative  aspects 
Of  the  relationship  tod  works  to  improve  it. 

B.    Jane  takes  steps  to  become  drutf  free. 

The  long-tern  tasks  were  as  follows. 

1.  Encourage  Jane  to  talk  about  her  early  experiences  with 
her  uncle  and  brother  in  the  context  of  her  feelings  about 

^herself  and  prostitution.    Kelp  Jane  recognize  her  victim- 
ization and  begin  to  express  her^anger.    use  women's  group 
for  exploration  of  sexuality,  both  therapeutic  and  instruc- 
tional.   As  soon  as  she  is  willing,  have  Jane  read  some 
books  on  sexuality.    Allow  Jane  to  talk  about  sexuality 
in  her  marriage  and  her  degree  of  satisfaction. 

*»  j  - 

2.  *  Get  report  of  vocational  assessment  done  by  vocational  re- 

habilitation specialist.    Do  additional  assessment  in 
counseling  sessions;    Have  client  explore  interests,  even- 
tual financial  goals,  and  needs,    if  she  is  interested,  * 
help  her  locate  volunteer  jobs  in  areas  of  interest  or 
find  entry-level  opportunities.    Teaclfher  how  to  conduct 
an*  exploratory  interview  with  someone  "who  has  a  job  she  is 
interested  in*    Devote  one4 session  in"  three  to  educational 
and  vocational  isiues  until  Jane  makes  a  decision,  ihen, 
arrange  for  her  to  obtain  financial  assistance  and  admis- 
sion -to  a  training  program.  / 

3.  *  Use^  women's  group^o  work  with  Jane  on  her  preconceptions 
m  'about  the  reactions  of  others  to  her.    Encourage*  her  to 

express  her  own  reactions  and  opinions  of. .'other  people. 
Develop  a  desensitization  plan  for  handling  anxiety  in  so- 
%-    (rial  situations,    when  ready,  give  assignments  for  enter- 
ing new  social  settings. with  graduated  degrees  of 
c      significance.     o  . 

4.  Use  women1*  group  for  assertiveness  training;  solicit 
Janets  reactions  to  training  in  individual  sessions. 

5.  Help  Jane  enroll  in  driver's  .education  at  the  adult  school. 
Work  on  her  problems  in  the  driving  process  in  individual 
or  group  sessions.    When  she  is  ready,  encourage  her  to 
borrow  her  husband's  or  a  friend's,  car  and  take  the  driv- 
er's test.    Arrange  a  party  of  celebration  when  she  passes. 

6.  Use  individual  sessions  to  look  at  historical  material 
whenevet  Jane  brings  it  up. *  Interpret  her  family's  actions 

.  as  those  of  people  with  their  own  limits  doing  the  best 

they  knew  how.    Compare  what  she  has  learned  in  the  program 
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about  how  people  function  and  grow  with  the  message  she  * 
got  from  her  family,    if  she  decides  to  make  contact  with 
them,  encourage  her  to  dp  so,  but  ask  her  to  think  about 
what  her  purpose  is  before  each  contact,  and  to  come  back 
and  talk  about  what  she  learned  afterwards. 

7..    Let  Jane  take  responsibility  for  bringing  up  problems  with 
her  marriage.    As  she  feels  better  about  herself,  she  will 
be  more  bothered  about  her  husband1 s  behavior  and  atti- 
tudes unless  they  change.    Help  her  analyze  what  she  gets 
from  the  marriage,  and  discourage  her  from  separating  from 
him  impulsively  or  moralizing  about  her  need  for  him.  If 
separation  occurs,  do  crisis  intervention  and  maximize  so- 
cial supports.    Evaluate  need  for  medication.  Increase 
counseling  sessions  to  stabilize. 

8.  Prepare  Jane  to  leave  the  methadone  program  gradually, 
starting  with  some  dosage  reduction  at  a* time  when  Jane's 
life  is  relatively  stable  and  she  is  feeling  highly  com- 
mitted to  the  program*.  Raise  the  issue  of  termination  at 
least  once  a  month,  especially  in  connection  with  her  in- 
volvement with  people  at  t;he  adult  school  and  the  college 
t  or  training,  program.  '  • 

Jane's  Response.    Jane  was  amazed  at  the  detail  o5  the  plan,  she 
thought  that  the  goal  of  treatment  would  be  for  her  to  stop  using 
heroin  anc}  had  not  realized  that  ti,      taff  would  want  to  help  her 
to  solve  so  many  problems  or  see  their  relationship  to  her  drug 
use.    Her  reaction  to  the  short-term  plan,  including  goals  and 
tasks \  was  generally  positive  except,  for  the  section  on  her  hus- 
band's reaction  to  her "stopping  prostituting.    She  feared  that  he 
would  not  allow  her  to  stop  because  her  income  from  welfare  sources 
would  be  r.animal,  and  the  "welfare  department  would  exert  pressure 
on  her  husband  to  obtain  employment  and  otherwise  interfere  in  their 
lives./-~3fc€r*lid  feel  that  continuing  to  prostitute  would  be  very 


difficult  if  she  did  not  take  drugs,  but  she  didn't  see  how  her 
husband  could  be  persuaded  to  agree  to  the  plan.  She  agreed  to 
having  a  couple's  meeting  to  discuss  the  issue. 


Jane  had  mixed  reactions  to  the  intermediate  goals  and  tasks.  She 
noted  that  the  goals  referred  to  changes  Jane  would  make,  rather 
than  changes  the  program  or  counselor  would  make.    Tasks  were  in 
reference  to  the  activities  of  the  counselor  to  help  Jane  achieve 
goals.    Thi   counselor  explained  that  she  would  take  responsibility 
for  doing  the  tasks,  but  that  Jane  must  take  responsibility  for  co- 
operating with  the  counselor  because  she  wanted  Jane  to  achieve  the 
goals  for  herself.    Ihe  counselor  questioned  Jane's  feelings  about 
each*  goal.    Jajie  wondered  whether  she  could  find  a  job  to  provide 
temporary  income*  and  it  was  suggested  that  this  be  added  to  the 
intermediate  goals  list  after  initial  goals  were  achieved,  if  the 
welfare  problem  created  difficulties  in  the  marriage.    The  coun- 
selor and  Jane  talked  about  the  amount  of  time  and  energy  that 
would  have  to  be  devoted  to  the  treatment  process,  to^cially  at 
first.    Jane  agreed  that  they  couldn't  make' a  decision  about  the 
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job  until  sho  had  adjusted  to  the  treatment  routine  and  tried  liv- 
ing without  her  prostitution  income.    Jane  quickly  agreed  St  her 
health  was  an  important  issue,  and  wouad  see  the  deniist  as  soon 
as  she  had  a  medicaid  card,    she  was  hesitant  about  whether  she 
2  £??  fc°  sch°o1  ««  *bout  the  other  students  at  the 

adult  school.  The  counselor  suggested  that  when  the  time  came  she 
could  accompany  another  client  who  attended  the  adult  schools  hJgh 

£SLSE  b  edncy  i     Jr e  also  expressed  c,oubts  about  *• 

6™5»    Yn£    ^veloping  a  friendship  with  anyone  within  the  next 
n""  ^-    Th?  counselor  told  .her  that  if  she  didn't  achieve  a  goal 
in  the  6-month  time,  it  could  be  added  to  the  long-term  list  with- 
out being  considered  a  failure.  . 

Jane  expressed  the  most  .doubts  about  the  long-term  goals,    she  dis- 
agreed with  the  phrase  "sexual  guilt."    she  bought  she  was  just  - 
embarrassed  about  her  work  as  a  prostitute  and  hid  no  feeHnJT 
SSed^^h^V2'3  h?£Pened  in  her  chi"hood.    The  counselor 
til?    *?r \  ^       !  wouldn't  rorce  her  to  talk  about  sexual  mat- 
tlZZiltl  sh^  brought  them  up,  and  in  fact,  after  most  of  the  in- 
termediate goals  were  accomplished,  they  would  look  at  the  long-  ■ 

ZZtvtVt  t9ain"v  Atvthat  time  new  *°als  could  be  adaed'  any  • 
goals  that  Jane  thought  irrelevant  would  be  eliminated.    On  this  * 

nrpfo!H°"aLbaSiS'  Jane  all°Wed  the  sexual  9°al  to  remain,    she  ex- 
pressed enthusiasm  about  the  picture  painted  by  the  long-term  goa? 
list.    She  said,  "it  doesn't  even  sound  like  Be.    It  sounds  like 
the  heroine  in  a  play  or  a  big  success,  story.     It  would  be  great 
it  any  of  those  things  happen." 

^Hn/if 6?  tW°  add.itional  9°als'  a"°  she  discussed  them  with  her 

f!nd  f  t\t°  S^  Wh6re  they  fitt8d  int°  the  Plan-    0ne  *°al  was  to 
find  a  better^place  to  live,  and  another  was  to  buy  her  own  car. 

it  was  clear  that  Jane  would  want  to  earn  some  money  or  find  a  re- 
source to  provide  more  money  than  was  available  from  the  welfare 
grant.     The  counselor  suggested  that  when  the  intermediate  work 
was  u>ne  on  vocational  issues,  rne  might  want  to  work  for  a  few 
months  to  earn  additional  money,  or  she  migh't  want  to  apply  for 
financial  aid  and  school  icvms  sufficient  to  cover  the  cost  of  a 
car  and  a  oetter  apartment,    rhese  goals  were  added  to  the  begin- 
ning  of  the  long-term  list,  and  the  counselor  agreed  that  thev 
0were  worth  pursuing. 

Jane,was  pleased  with  her  additions,  but  feit  somewhat  overwhelmed 
by  the  large  .number  of  changes  they  would  be  attempting  to  make  in 
her  life.    The  counselor  worked  with  her       how  these  changes  might 
be  risky,  ^and  Jane  immediately  responded  with  worries  -bout  her 
husband's  reaction,    jane  and  the  counselor  both  agrwed.  that  the 
success  of  the  marriage  in  the  long  run  would  depend  on  how  much 
each  of  vthe  partners  was  able  to  support  the  other  in  making  changes. 
Jane  signed  the  treatment  plan,  and  so  did  her  conn-.',  lor. 

After  the  Plan,    when  the  .client  has  agreed  tc  the  treatment  plan, 
the  long  process  of  treatment  begins  in  earnest.    If  the  client 
•can  accept  only  the  short-term'  goals,  or  if  there  is  great  disa- 
greement with  most  of  the  goals,  the  counselor  can  be  prepared  for 
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a  brief  treatment  effort.    No  sustained  attempt  can  be  made  to  work 
toward  goals  that  the  client  does  not  want  to  achieve.  Therefore, 
the  treatment  plan  spells  out  the  basis  for  that  relationship  be- 
tween the  client  and  the  counselor  through  the  next  phas,e  of 
treatment  * 


ESTABLISHING  TOE  COUNSELING  RELATIONSHIP 

t  * 

During  and  after  the  development  of  the  treatment  plan,  the  coun- 
selor roust  establish  a  counseling  relationship  with  the  client.  No 
matter  what  specific,  problems^  needs,  and  goals  the  client  has,  she 
will  need  a.  relationship  with  the  counselor  based  on  clear  communi- 
cation of  mutual  expectations,  support,  reassurance,  concern,  lim- 
its, and  continuity.    This  relationship  usually  takes  considerable 
time  to  develop,  but  the  foundation  will  be  built  upon  the  actions 
carried  out  by  the  counselor  and  by  the  client.    These  actions  be- 
gin atL_the  first  contact.    They  are  based  on  the  guidelines  in 
chapter  3,  t;h5s  volume,  but  they  go  further  in  working  with  the 
emotional  needs  of  the  client. 

Setting  the  Ground  Rules.    The  structure  of  the  relationship  must 
be  made  clear.    F*rst,  the  counselor  explains  her/his  role  in  the 
overall  treatment  process.    S/he  tells  the  client  how  often  they 
will  be  meeting  and  whether  the  client  has  a  choice  in  the  number, 
juration,  or  scheduling  of  appointments.    Counselor  availability 
outside  the  .regular  visits  should  be  spelled  out.    The  client 
should  knew  how  to  contact  her  counselor  in  a  crisis,  and  who 
would  be  available  to  see  her  if  the  counselor  is  ill  or  on  vaca- 
tion.   Tfcen,  the  counselor  explains  her/his  functions  and  describes 
how  s/he  will  try  to  help  the  client.    The  counselor  should  be  ex- 
plicit, using  concrete  examples,  so  that  the  client  clearly  under- 
stands the  kinds  of  help  the  counselor  can  give.    The  client  will 
be  making  decisions  at  all  times  on  what  information  to  give  the 
counselor,  and  she  will  uase  these  decisions,  in  part,  on  her  un- 
derstanding of  the  counselor's  role. 

i  • 
It  is  also  important  for  the  counselor  to  explain  how  s/he  inter- 
acts with  other  staff  members.    The  counselor  should  be  careful  to 
delineate  the  extent  of  J.er/his  authority  in  planning  and  carrying 
out  treatment.    Decisions  about  the  client's  continued  participa- 
tion in  treatment,  in  the  event  of  the  client's  failure  to  conform 
to  program  rules  and  expectations,  may  be,  for  instance,  in  the 
hands  of  the  total  staff.    The  counselor  sho  .Id  also  explain  how 
s/he  shares  information  about  the  client's  needs  and  circumstances 
with  other  members  of  the  treatment  staff  and  coordinates  the  treat- 
ment process  with  the  group  leader  and  the  nurse  on  a  regular  basis. 

The  next  issue  for  the  counselor  is  to  clarify  what  choices  the 
client  is  free  to  make  in  their  relationship.    The  counselor  can 
specify  choices  that  the  client  can' make,  such  as  whether  to  dis- 
cuss certain  topics,  and  when  she  is  ready  to  make  certain  changes. 
It  is  a  good  idea  to  specify  tha*,  the  client  is  free  to  express  any 
feelings  and  thoughts  she  wishes,  and  that  she  is  n^t  expected' to 
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%2  3nd  oooB*™^*  a"  °E  the -tine,  or  even  treat  of  the 

S^™?6  °;!!,lSeu0r  ttUSt  b69in  to  enl-oh?8i"  the  difference  between 
^  rf^L^0119       u"d  a°tionS-  "^though  the  program  will  place 
many  restrictions  on  her  actions,  the  client  should  know  she  will 
find  acceptance  for  any  feelings  she  expresses.  . 

Other  basic  expectations  should  be  clarified  and  discussed  with  th* 
client,  particularly  the.  client's  expectations  of  the  counselor^ 
u^^£  WaI'  I?*0?        an*ietyfel*  ^  the  client  in  facing  an* 

Sn^a  , T^°n  Wil\be  dissiPated'  ™*  the  beginnings  of  under- 
standing and  honesty  will  result.  .  , 

Providing  Reassurance  >^d  Instilling  Hope.  '  The  client  is  likely 
to  be  apprehensive  about  the  treatment  process  and  pessimistic     '•  ' 
about  its  outcome.    Iherefore,  the  counselor's  task  is  to  provide 
as  much  reassurance  as  possible  as  to  the  treatment-process  and  to 
give  the  client  a  sense  of  hope  that  her  life  can -be-  substantially 
better  as  a  result  of  her  participation.  » 

-i  • 
Usually,  much  of  the  client's  apprehensions  are  based  on  the  fact  , 
that  she  will  be  giving  up  the  drugs  and  activities  tha*  have  sus-  . 
tained  her  in  the  past,  with  little  idea  of  how  she  will  cope  with- 
out them  or  what  new  supports  she  will  have  in  the  future,    it  is 
very  important  that  the  counselor  not  xleny  or  minimize  the  realis- 
tic aspects  ot  these  fears.    The.counselor  must  acknowledge  that 
the  client  can  expect  to  feel  lost  and  anxious  at  the  beginning, 
and  in  fact  will  have  a  desire  to  go  back  to  her  habitual  activi- 
ties^ The  program  does  not  expect  her  to  give  up  a  way  of  life' 
overnight,  and  in  fact  it  anticipates  that  she  will  be  experiencing" 
much  turmoil  in  the  first  few  months.  '  "     *  * 

The  counselor  should  then  explain  how  the  program  will  be  available 
and  actively  providing  support*  f or  the  client.    If  the  client  -is 
to  get  along  without  her  former  livelihood,  she  must  have  an  alter- 
nate source  of  income  as  quickly  as  possible;  the  counselor  can 
take  an  active  role  in  helping  the  client  with  this  probiem.  The 
client  will  also  experience  a  sense  of  chaos  as  her  former  routine 
is  disrupted.    The  counselor  must  explain  how  they  will  be  struc- 
turing her  time,  making  sure  that  she  doesn't  have  too  much  time 
alone  or  without  constructive  activities.    The  client  will  miss  her 
former  companions  and  will  have  difficulty  in  pulling  away  from 
rawiliar  people.    The  counselor  should  explain  thajt  one  function 
°i^he>  "an(!n,s  9roup  she  will  attend  is  to  help  her  make  contact 
with  other  women  in  the  same  position  and.to  encourage  the  members 
of  the  group  to  give  companionship  and  support  to  each  other.  The 
counselor  should  also  remind  the  woman  that  she' can  talk  to  the 
counselor  about  these  feelings  as  they  come  up* 

The  client's  cravings  for  her  usual  drugs  might  also  cause  problems. 
If  the  client  is  taking  methadone,  the  counselor  should  monitor  the 
client  s  reactions  and  experiences  and  should  tell  the  client  what 
she  can  expect  from  this  drug.    The  client  may  have  g*eafc  difficulty 
sleeping  or  may  develop  other  symptoms  of  withdrawal  even  with  the 
methadone,    yhe  counselor  should  be  in  constant  communication  with 
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the  program's  physician  to  make  sure  that  the  client  does  not  ex- 
perience unnecessary  suffering  during  this  difficult  time. 

The  client  will  have  other*  experiences  as  she  begins  to  live  with- 
out chemical  supports.    As  the  drug  effects  wear  off,  she  may  find 
tthat  she  is  much  more  anxious  or  depressed,  that  she  suffers  from 
extreme  mood  swings,  shortness  of  temper,  increased  sexual  desire, 
and  increased  fertility.    If  the  client  expects  these  reactions, 
she  will  handle  them  much  better  and  will  report  them  accurately 
to  the  counselor.    Each  problem  can  be  handled  and  managed  better 
if  the  client  and  counselor  work  on  it  together.    1toe  counselor 
shoulcl .remind  the  client  that  some  of  her  anxiety  and  depression 
is  a  result  of  the  increased  awareness  she  has  about  her  circum- 
stances* and  her  feelings,  whicn  are  no  longer  blocked  by, drugs. 
These  feelings  will  lessen  in  time  as  she  works  out  some  of  her 
problems  and  as  she  gains  mastery  over  her  need  for  drugs. 

At  this  stage,  it  is  important  that  the  counselor  gives  the  client 
a  sense  «of  hope  for  "the  future.    Telling  the  client  about  others 
who  have  rebuilt  their  lives  is  helpful,  but  it  is  far  more  effec- 
tive'to  introduce  the  client  to  o,ther  women  who  are  further  'long 
in  the  treatment  process.    This  can  be  best  accomplished  in  a  wom- 
en Js  group.    As  each  woman  tells  the  newcomer  her  story,  the  client 
sees  that  other  women  have  gotten  through  these  painful  first  months 
and  have  made  new  choices  and  plans.  ♦  * 

The  counselor  should  also  make  a  distinction  between  past  negative 
actions  and  failures  and  future  opportunities.    The  counselor  should, 
stress  that  the  client  is  at  a • crossroads,  and  that  it  is  possible 
to  go  in  a  new  direction  even  if  the  client  has  never  succeeded  in 
doing  so  in  the  past.    The  issue  of  choice  is  most  important  because 
the  woman  mu^st  begin  to  imagine  herself  making  changes  that  will 
lead  her  toward  a  more  successful  future.  *  It  is  most  important  that 
the  counselor  remind  the  c£ient  that  she  is  not  expected  to  achieve 
these  goals  on  her  own  but  will  be  given  much  support  and  practical 
help  by  the  counselor,  by  other  staff  members,  by  clients  in  the 
program,  and- by  agencies  and  persons  outside  the  program. 

Countering  Depression.  As  the  client  gives  up  her  old  way  of  life, 
she  is  likely  to  become  depressed.  The  sources  of  this  depression 
are  complex,  but  two  main  sources  must  be  dealt  with  directly. 

First,  the  client  will  experience  a  sense  of  *loss  and  is  mourning 
that  loss.    The  client  must  be  encouraged  to  express  her  feelings 
as  fully  as  possible  so  that  the  mourning  process  can.  take  place  in 
a  natural  way.    At  first  the  client  may  deny  that  she  misses  using 
drugs  or  anything  else  about  her  former  life,  but  soon  she  will  be- 
gin to  recount  some  of  her  positive  experiences  while  dependent  on 
drugs,    she  should  be  encouraged  to  tell  her  counselor  about  these 
good  times,  in  the  pastf  and  should  be  told  that  this  is  part  of  the 
process  of  saying  goodbye.    She  may  fear  that  by  participating  in 
the  rehabilitation  program  she  is  endangering  other  aspects  of  her 
life,  including  her ^relationships.    The  counselor  should  agree  that 
changes  may  occur,. and  that  these  changes  are  difficult  to  predict. 
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The  counselor  should  discuss 'the  risks  involved  in  making  these  -  ' 
changes.   .When  possible,  the  counselor  should  discourage  client 

£Tto  ScTS  £0™  2°Ut  reaCti°nS  °f  others  anfen^ou  e 
client  St  U  S*  thelC°me-  ^  c°™selor  should  reBind  the 
fnfl^h.^  J  ""Possible  to  predict  how  other  people  will  act 
''K.  V?  u"6  ^alwaVs  ^e  possibility  that  otheS  will  act  J2l 
/erently  when  they  see  her  acting  differently.  In  any  case  thf 
client  will  be  stronger  and  more\ble  to  eope  with  tne-  future  » 

«  SSncts°asrCshfhdePreSSi0n  **  the  l0SS  °f  identit*  fche  clie"t  ex- 
periences as  she  becomes  an  ex-addict.    She  may  have  a  great  deal 

Qf  shame  and  guilt  about  her  former  lifestyle/but  she  at  least 
knew  who  and  what  she  was.    As  she  attempts  to  change    she  not 
ttat  thi     !!    tX  t0  CUn9  t0  "  firSt-    <The  counselor  can  explain 
ThJS.nl         9°  lnV°1V0S  le"in9  9°  °f  3  *»rt  of  he"elf  -ana-that 
ano^Lnt  prOCeSS/'Jst  °ccur  bef°"  she  will  be.  ready  to  go  forward 
and  adopt  a  new  identity.  '  •  7 

sionfwin"  t0         rOC??nition  and  reassurance  "that  these  discus-  , 
^  *T       91VG'  thG  Cllent  wil1  need  concrete  support.    This  is"  a 
cSon  or  *?  TT6  f°r  an°ther  CUent  t0  hel*  oST-it*  Sanspor- 
a  ^  *  tl°ffer  t0  acc°"W  the  client  on  an  errand^r 

a  shopping,  trip     The  client  should  make  plans  for  company  and  ac- 
tivities over  the  weekend,  and  may  need  an  occasional  £none  «u  ? 
from  the  counselor  for  support.    As  much  as  possible,  th^ounselor 

£e  IL^T9  /aCl1  -ati0h  ^  re,lucta"-  to  proceed  withlrea^ent 
She  should  not  expect  the  client' to  ma>:e  major  decisions  or  begin 

trea^enf^0^  °Urin9.this  tirae  of  depression.  .The  focus' of"  . 
treatment  at  this  time  is  to  help  the  client  cone  with  her  feelinas 

supSt^st0thePclSS  ?T  38  BUCh'  «  Fusible,  and  loo  fe 

support -^s  the  client  'wor^s  out  her^  feelings. 

Avoiding  Mistakes.    Counselors  tend  to  make  certain  conw>n  errors 
ia.the  early  stages  of  the  counseling 'relationship.    One  such  error. 
tL^  inSrP         ^at         CUent  haS  devel°P*d  a  strong  sense,  of 
co^ld  be  tllTV    \tS  2  r6SUlt  °f  Preliminary  support.  Nothing 
could  be  further  from  the  truth,    it  takes  more  than  a  few  hours 

J-ll  *  £  °r  f  ™ath&tic  «~ication  to  build  a  real  sense  of      "  ' 

Lestin0nSh,iP  'k-8^11  f"9ile  and  Wil1  haVe  to  *»  through 
fofthf ctLT- Tt  a?blvalence  b(*°"  a  solid  foundation  exists 
tor  the  counselor's  interventions. 

Therefore,  it  is  important  to  avoid  pressuring  the  client  to  make  ' 
decisions  that  -affect  major  areas  of  her  life,    she  has  made  one 
major  decision  in  entering  treatment,  and  for  a  time  she  will  not  * 
ne  able  to  handle  other  choices.    The  counselor  may  feel  -.erapted 
IL         STC  decisions  for  the  client  during  this  period,  to  help 
the  client  get  control  of  certain  problems  or  to  enable  her.to  ob- 
tain certain  resources.    But  the  counselor  must  constantly  keep  in- 
mind  that  any  lasting  change  will  come  about  slowly,  and  that  mov-  ' 
ing  before  the  client  is  ready  may  only  result  in  failure.  There- 
fore, the  counselor  must  be  prepared  for  a  certain  amount  of  frus- 
tration .as  the  client  continues  to  Jive  much  as  she  has  for  some 
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Another  mistake  is  to  ignore  statements  or  actions  of  the  client 
that  indicate  dissatisfaction  with  treatment  or  express  mistrust 
of  the  counselor.    The  client  must  find  out  how  the  counselor  will 
react  to  negative  feelings  and  actions.    The  counselor  must  acknowl- 
edge negative  feedings  and  encourage  the  client  to  explore  the  ba- 
sis for  them.    This  does  not  mean  that  the  counselor  can  correct 
any  shortcomings  that  the  client  perceives  in  the  treatment  pro- 
gram, but  in  some  instances,  the  counselor  can  alter  the  approach 
to  respond  to  the  client's  needs.    In  any  case,  the  client  must 
feej.  tj»ot  her  counselor  is  willing  to  listen  with  an  open  mind  to 
her*  perceptions.    In  addition,  if  the  client  begins  to  have  diffi- 
culty in  'ollowing  the  rules  of  the  program  or  in  meeting  the  coun- 
selors expectations,  it  is  wise  to  confront  this  problem  immedi- 
ately rather  than  wait  until  it  becomes  severe.    This  is  a  goopl 
toine  to  clarify  the  consequences  of  fa  lure  to  comply  with  program 
expectations.    A  warning  will  sometimes  be  enough  to  reestablish 
compliance.    It  is  easier  to  explore  reasons  for  behavior  before 
the  client  has  to  be  punished  for  her  actions. 

Some  counselors  have  difficulty  in  interpreting  the  client's  feel- 
ings or  actions.    Interpretation  is  like  pepper — too  much  of  it> 
makes  the  whole  dish  inedible.    As  counselors  see  possible  causes 
of  their  client's  difficulties,  they  of  ten  want  to  share  these  in- 
sights.   But  counselors  should  be  aware,  that  most  clients  are  not 
ready  to  reexamine  ihe  causes  of  their  behavior  or  feelings;  their 
first  need  is  to  express  or  explain  things  to  the  counselor  as  they 
see  them.    The  counselor  can  suggest  that  in  time  they  might  ex- 
plore reasons  for  past  and  present  -actions,  but  xt  is  unwise  to  in- 
dulge in  premature  diagnosis  or  sweeping  judgments  about  the  client. 
The  counselor  would  oe  wise  to>c!Jnfine  such  speculations  to  the 
supervision  session  or  staff  meeting,  to  allow  for  feedback  and  to 
evaluate  implications  for  the  course  of  treatment. 

Recognizing  a  Positive  Counseling  Relationship.    Even  after  several 
months  of  work  with  a  client,  -he  counselor  may  feel  unsure  about 
the  relationship.    The  client  may  be  guarded  most  of  the  time,  may 
be  expressing  considerable  resentment  or  dissatisfaction  with  the 
treatment  program  or  the  relationship,  may  be  attempting  to  manip- 
ulate the  counselor  for  special  favors  or  other  gains,  or  may  be 
continuing  to  display  behavior  that  is  distressing  or  annoying  to 
the  counselor.    How,  then,  can  the  counselor  evaluate  whether  prog- 
ress is  taking  place? 

One  measure  of  the  relationship  is  the  client's  continued  partici- 
pation.    If.,  despite  difficulties  involved,  the  client  continues 
in  the  program,  an  important  goal  of  the  counselor's  work  has  been 
achieved..    Further,  if  the  client  has  begun  to  establish  relation- 
ships with  other  starf  members  and  clients,  she  has  become  progres- 
sively more  Involved  in  the  treatment  program  and  more  dependent 
on  it  for  social  satisfactions.    In  fact,  the  client's  dependency 
is  important  at  the  beginning  of  treatment.    If  the  client  looks 
to  her  counselor  for  help  with  certain  problems  or  tc  obtain  atten- 
tion or  approval,  then  the  counselor  should  feel  satisfied  that  the 
relationship  has  meaning  to  the  client. 
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Another  measure  of  success  for  the  counselor  is  the  content  of  the 
counseling  sessions,    if  the  client  brings  up  a  gradually  larger 
number  of  subjects  and  reveals  progressively  more  about  herself, 
then  she  is  beginning  to  trust  the  counselor  and  make  use  of  the 
relationship.  i 

The  counselor  should  continuously  assess  the  process  of  a  .typical 
session.    Does  the  conversation  flow  back  and  forth  between  coun- 
selor and  client?    if  the  client  does  all  the  talking,  with  the 
counselor  taking  a  passive  role,  something  may  be  wrong  with  the 
counselor's  perceptions.    ?he  counselor  should  not  be  merely  a  lis- 
tener, but  must  find  a  way  to  participate  in  the  counseling  proc- 
ess.   If  the  client  is  silent  cost  of  th-  time,  while  the  counselor 
as*s  questions  or  gives  information  and  feedback,  the  counselor  may 

•  be  trying  too  hard  to  "change  the  client.-    The  counselor  should 
sit  back  and  for,ce  the  client  to  take  a  more  active  role,     if  the 
Client  refuses  to  do  so,  the  counselor  should  reexamine  the  rela- 

„  tionship  to  discover  what  has  made  the  client  .mistrustful .     Tn  a- 
good  counseling  relationship,  the  counselor  and  the  cUent  are 

.  equally  involved  in  seeking  solutions  to  the  client's  problems. 

Of  course,  it  is  important  that  both  the  counselor  and  the  client 
begin  to  see  some  progress,  .especially  in  terms  of  the  client's 
short-term  goals.    The  counselor  should  review  these  goals  with 
the  client  every  few  sessions  and  discuss  what  changes  have  been 
accomplished  and  what  goals  should  be  altered  or  discarded  m  favor 
of  nore  pressing  issues.    If  there  has  been  no  change,  or  improve- 
ment over  several  months,  even  in  terms  of  short-term  goals,  then 
it  hardly  matters  how  pleasantly  the  sessions  are  going.    They  are 
not  serving  their  purpose  effectively,  and  the  counselor  should  ex- 
plore the  reasons  for  this  with  both  the  client  and  the  super-  isor^ 

If  goals  a  e  gradually  being  achieved,  participation  in  the  ses- 
sions 13  fairly  regular  and  equaiiy  snared,  and  the  subjects  dis- 
cussed relate  to  the  clienc  and  her  problems,  then  the  counselor 
and  client  have  built  a  productive  counseling  relationship. 

Fostering  Independence.    A  counselor  must  at  all  times  evaluate 
the  extent  to  which  a  dependency  relationship  has  been  established 
and  possible  actions  to  encourage  independence,    a  client  will  of- 
ten deny  the  extent  of  her  reliance  on  the  counselor  and  the  pro- 
gram because  she  finds  the  dependency  both  controlling  and  humili- 
ating,   Nevertheless,  the  chemically  dependent  woman  will  need  the 
counselor's  assistance  in  so  many  ways  that  the  counselor  may  be 
drawn  into  a  dependency  relationship.    The  client  will  rely  more 
and  more  on  this  help  as  time  goes  on.    Therefore,  as  the  woman 
learns  new  social  skills,  the  counselor  must  encourage  her  to  use 
these  skills  outside  the  treatment  setting.     In  discussing  plans 
for  the  future,  the  counselor  should  specifically  mention  that  the 
client  will  have  to  learn  to  function  independently.     In  maintain- 
ing this  perspective,  the  counselor  can  help  the  client  explore 
ways  to  function  more  independently  as  treatment  progresses.  Al- 
though at  the  beginning  the  counselor  must  constant iy  reassure  the 
client  that  she  can  depend  on  the  program  and  the  counselor  to  help 
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her,  the  counselor  must  give  the  client  every  opportunity  to  re- 
solve her  own  problems.    Every  time  a  problem  is  resolved,  the  cli- 
ent should  be  made  aware  of  what  she  did  or  could  have  done  to 
solve  it,  not  what  the  counselor  did.    Each  problem-solving  strat- 
egy must  focus  on  the  dual  objectives  of  handling  the  immediate 
difficulty  and  making  it  possible  for  the  client  to  prevent  such 
difficulties  in  the  future*. 

Jane,  a  24 -year-old  woman,  was  tfery  involved  and  active 
in  treatment.    She  had  been  considering  going  to  school 
to  learn  word ^processing  but  was  terrified  whenever  she 
thought  about  facing  tests.    When  her  counselor  reminded 
her  that  she  had  done  very  well  in  the  program,  she  re- 
sponded that  it  was  easy  to  do  well  with  so  much  help  m 
from  the  counselor,  but  she  had  no  one  at  the  college  to 
help  her.    The  counselor  then  pointed  out  some  concrete 
social  skills  she  thought  Jane  possessed-'   The  counselor 
also  reminded  Jane  of  the  time  she  had  taken  a  friend  to 
the  welfare  office  and  helped  her  fill  out  forms.  '  She 
noted  that,  in  that  situation,  Jane  had  been  confident 
and  helpful  without  any  assistance  from  anyone.  The 
client  spent  some  time  talking  *bout-how  she  had  managed 
the  situation.    The  counselor  outlined  the  similarities 
between  the  welfare  office  and  a  college  admissions  of- 
fice, illustrating  the  skills  the  client  had  developed 
in  treatment  which  could  be  transferred  to  the  college 
situation.    Finally,  Jane  saw  that  it  might  be  possible 
to  handle  the  situation  and  applied  for  admission* 


RESISTANCE  TO  TREATMENT 

Unfortunately,  even  when  counselors  follow  the  rules  outlined  in 
this  chapter,  they  still  are  likely  to  encounter  resistance  from 
their  clients.    Often,  resistance  is  related  to  the  client's  fear 
of  change.    The  expression  of  resistance  can  take  many  forms,  but 
all  have  the  effect  of  stopping  or  slowing  down  treatment,  and 
therefore  discouraging,  angering,  or  frustrating  the  hard-working 
counselor.     It  is  helpful  to  recognize  the  client's  behavior  as  re 
sistance  to  treatment  and  to  change.    Labeling  her  as  stubborn  or 
unmotivated,  for  example,  will  not  help  you  understand  the  resist- 
ance, its  origins,  or  how  to  diminish  it.    Some  examples  of  re- 
sistance are  the  following: 

1.  Forgetting  t^e  time  of  the  appointment;  ' 

2.  Having  a  fight  in  a  group  and  leaving; 

3.  Acting  helpless  in  the  face  of  difficulties; 

4.  Frequently  coming  in  late; 

5.  Using  drugs; 

6.  Not  •'seeing"  that  her  behavior  is  a  problem; 

7.  Net  following  through  on  a  referral ; 

8.  Dominating  a  group  repeatedly; 

9.  Rationalizing  neif-destructive  behavior; 
10.  Attaching  or  'manipulating  a  counselor? 
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11.  Getting  .evicted  for  nonpayment  of  rent;  or 

12.  Creating  any  number  of  ether  crises. 

Some  forms  of  resistance  are  more  upsetting  than  others,  and  the  ' 
counselor  should  assess  the  source  of  resistance  as  it  develops  . 
Whatever  its  source,  staff  members  should  try  to  avoid  feeling-  un- 
^  dermined  by  behavior  tha.t  is  at  times  openly  hostile.    Equally  im- 
portant, they  must  try  to  respond  to  such  behavior  without  being 
punitive.  „  /  * 

/ 

Psychological  Factors.    Sometimes  resistance  is  attributed  to  psy- 
chological factors.    ,An  example  often  cited  in  toe' literature  (Reed 
and  Hoise  1980)  is  that  the  client  is  likely  to^egin  treatment 
with  a  low  regard  for  herself  and  her  ability/to  succeed,  she 
might  feel  that  she  is  r.ot  worthy  of  treatment  efforts.  Because 
of  overwhelming  anxiety  and  low  self-esteem,  she  might  convince 
herself  that  treatment  is  a  hopeless  proposition  and  leave  prema- 
turely,   of  the  63,000  women  who  were  discharged  from  federally 
funded  drug  abuse  treatment  programs  in  1979,  only  22  percent  had 
completed  treatment  (National  Institute  on  Drug  Abuse  1980). 

Women  in  treatment  have  developed  somewhat  rewarding  ways  of  per- 
ceiving the  world  ana  of  responding  to  problems.    Suddenly,  they 
must  face  these  pressures  without  the  help  of  drugs.    They  are 
asked  to  give  up  their  customary  coping  patterns  at  a  time  when 
they  most  urgently  feel  the  need  for  immediate  solutions  and  grati- 
fications.    The  promise  of  improvement  in  the  lomf  run  is  a  poor 
substitute  for  familiar,  available  defenses.    Counselors  must  rec- 
ognize and  address  the  resulting  anxiety  that  arises  in  these 
women.  , 

Situational  Factors.  As  noted,  women  experience  significantly  more 
"reality"  problems  than  addicted  men  (Reed  and  Moise  1980),  often, 

--  r  — .         uuiiuiiua  ui  .uiicii  lanuiies  are  incompatible 

with  the  treatment  program \s  regulations.    For  example,  many  women 
leave  treatment  because  the  needs  of  a  child  or  a  sick  relative 
take  precedence  over  scheduled  treatment  activities.    Other  women 
feel  overwhelmed  after  entering  school,  career  training,  or  a  new 
job  and  can't  find  the  time  to  spare  for  treatment.     In  such  situ- 
ations (when  women's  energies  are  taxed  to  the  limit),  the  treat- 
ment program  is  perceived  as  a  source  of  additional  pressure  rather 
than  support. 

Many  social  and  economic  pressures  also  worJc  against  the  achieve- 
ment of  treatment  goals.    Without  jobs,  most  substance-abusing 
women  depend  on  sources  of  illegal  income  (i.e.,  prostitution  or 
other  criminal  activities)  or"  on  some  form  of  public  assistance 
(Reed  et  al.  1980),    when  a  chemically  dependent  woman  gives  up  tt 
drug,  she  is  also  jrged  to  give  up  the  illegal  activities  that 
helped  her  support  a  habit,    often  these  activities,  though  deviant, 
represented  sources  of  pride  and  satisfaction  as  working  roles,  and 
the  woman  has  no  replacement  for  them.    No  less  important,  she  usu- 
ally has  a  loss  of  income  during  treatment,  and  luxuries  and  even 
day-to-day  staples  are  suddenly  out  of  reach.    This  takes  away  a 
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major  source  of  interest  and  excitement,  further  diminishing  her 
self-respect.    Commitment  to  treatment  becomes  problematic  when  the 
client  feels  caught  between  an  exciting  and  dangerous  past  and  a 
1    safer  but  possibly  duller  and  lonelier  future.    LitiTe  in  the  pres- 
ent provides  sufficient  satisfaction  to  motivate  a  woman  to  struc- 
ture her  life  around  the  demands  of  t;he  treatment  program. 

In  the  transition  from  the  drug  to  the  nondrug  world,  many  chemi- 
cally dependent  women  also  face'other  difficult  life  situations, 
such  as  poor  health,  inadequate  housing,  deviant  legal  status,  and 
a  loss  of  social  supports  acquired  during  the  dru^-using  period. 
As  noted  by  Bahna  and  Gordon  U978) ,  many  chemically  dependent 
a  women  in  treatment  cope  with  loneliness  and  the  ''ears  of  dealing 
with  an  alien  culture — the  outside  world.    The  loss  of  ritual  com- 
forts and  friends  poses  many  difficulties  for  the  chemically  depend- 
ent woman.    Often  in  the  process  of  stopping  heroin  usage,  a  w<5man 
feels  that  she  is  indeed  a  stranger  in  a  strange  land.    She  can  no 
longer  "run  the  streets"  and  still  does  not  fit  into  "straight"  so- 
ciety.   This  is  an  important  obstacle  in  her  efforts  to  change. 
She  may  cling  to  the  relationships  she  has  formed  while,  addicted 
with  the  feeling  that  if  she  deserts  those  who  accepted  her  as  an 
addict,  she  will  lose  her  very  identity.    As  noted  by  Tucker  (1980), 
addicted  women  entering  treatment  feel  more  isolated  than  addicted 
men  do,' and  their  social  support  systems  are  more  limited.  They 
often  feel  so  stigmatized  by  -their  criminal  records  or  scarred 
bodies  that  they  find  it  difficult  to  become  involved  in  new  social 
groups  or  relationships. 

Systemic  Barriers.    Chemically  dependent  women  in  treatment  will 
often  complain  about  the  bureaucratic  structure  of  the  treatment 
program.    They  perceive  the  forms  and  procedures  as  an  annoyance 
and  regard  program  policies  for  receiving  methadone  as  a  particu- 
lar source  of  inconvenience.    In  residential  programs,  a  woman 
may  find  the  hierarchical  structure  and  its  procedures  alien  to 
her. 

A  client  nay  develop  other  apprehensions  about  the  bureaucratic 
^structure.    She  may  fear  being  dependent  on  and  controlled  by  the 
treatment  program.    Even  in  a  positive  counseling  relationship, 
both  client  and  counselor  will  become  troubled  about  the  dependency 
involved.    Many  clients  are  tempted  to  leave  treatment  to  reassure 
themselves  that  they  can  still  function  a.fcone.    Others  have  over- 
whelmingly negative  feelings  about  authority  fitures  and  feel  com- 
pelled to  defy  rules  to  prove  that  they  are  "free."    At  other  times, 
the  values  of  the  staff,  as  expressed  in  activities  and  counseling 
sessions,  may  be  in  conflict  with  the  values  of  the  womanfs  family 
.of  origin  or  of  her  entire  culture.    For  example,  she  might  give 
up  treatment  if  it  involves  betraying  her  family  or  her  beliefs. 

There  is  an  inevitable  and  unpleasant  struggle  between  old  and  new 
values  tnroughout  the  entire  process -of  treatment.    Treatment  al- 
ways involves  some  restructuring  of  values,  so  that  the  beliefs  and 
perspectives  that  led  the  woman  to  depend  on  drugs  are  replaced 
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with  those  that  will  sustain  her  in  her  effort  to  remain  abstinent. 
This  process  can  offien  feel  painful  and  oppressive. 

In  many  programs,  women  may  also  be  reacting  to  discrimination 
against  women  brought  into  the  treatment  setting  from  the  larger 
society  (Banna  and  Gordon  1978;  Soler  et  al.  1974).     'Because  the 
programs  are  established  by  men,  there  has  been  a  continued  abuse 
of  sexuality  as  a  way  of  looking  at  and  dealing  with  women*'  (Mandel 
et  al.  1979).    Women  in  treatment  express  wariness  of  the  treatment 
«  setting  based  on  past  experiences.    They  fear  that  "street"  labels 
will  follow  them  into  the  treatment  program.    They  know  that  they 
will  be  outnumbered  by  men  in  a  treatment  program  and  expect  that 
the  men  will  bond  together  and  make  sexist  remarks.    Fearing  that 
they  will  be  se.  rely  stigmatized,  they  often  are  too  discouraged 
to  remain  in  treatment. 

In  addition,  drug  counselors  have  also  been  shown  to  use  confronta- 
tion techniques  in  a  counterproductive  manner  for  women  (Cuskey  et 
,al.  1977;  DeLeon  and  Beschner  1977;  Reed  and  Moise  1980),  espe- 
cially during  the  early  phases  of  treatment  when  the  woman  _s  most 
vulnerable  to  "attack."  / 

^Orug  program  staff  have  also  tended  to  overemphasize  women's  "psy- 
chological handicaps, "  which  encourages  resistance,    women  may  re- 
sist "reatment  because  they  feel  that  staff  members  view  them  as 
"sick"  and  do  not  emphasize,  the  importance  of  practical  problems  * 
such  as  getting  jobs  or  improving  their  education  (Deren  and  Kos- 
lowsky  1977) .    Colten  (1980a)  points  out  that  there  are  defined 

•  reasons  for  addicted  women's  anxiety,  low  levels  of  personal,  esteem, 
and  personal  distress:     "In  all,  their  situations  are,  at  bc?st, 
dreary,  and,  at  worst,  shockingly  depressing.     If  they  did  not  ap- 
pear more  depressed,  we  might 'wonder  what 'was  wrong  with  them." 


RESPONDING  TO  RESISTANCE  ! 

j 

Many  therapists  feel  that  one  of  their  primary  tasks  is  to  gradu-  . 
ally  wo  k  through  client  resistance.     If  counselors  expect  and  un- 
derstand this  resistance,  they  can  recognize  it  as  an  opportunity 
to  respond  to  the  woman  as  she  is,  rather  than  as  she  wants  to  be. 
Counselors  can  be  in  better  ^positions'  to  help  clients  if  they  ex- 
perience clients'  less  desirable  behavior  and  work  to  help  them 
understand  and  modify  such  behavior. 

In  this  section,  we  present  some  common  patterns  of  resistance  and 
techniques  for  minimizing  their  destructive  impact  on  the  treatment 
effort. 

^assive-Deceptive  Behavior.     Initially,  the  counselor  may  be  de-  ,  . 
lighted  with  clients  who  seem  docile. and  eager  to^please.  *  The 
counselor  may„see  no  problems  until  the  client  suddenly  drops  out 
of  treatment  without  explan  tion.    A  woman  may  act  out  the  role 
of  the  good  client  to  win  approval.    She  may  be  afraid  to  let  the 
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counselor  see  her  as  she  really  is.    Fearful  of  judgment  or  rejec- 
tion, a  client  may  fabricate  stories  to  gain  the  counselor's  ac- 
ceptance *or  to  avoid  exposing  herself.    However,  she  cannot  main- 
tain her  facade  indefinitely,    she  is  likely  to  withdraw  the  first 
time  she  feels  something  that  doesn't  fit  in  with  her  presentation 
or  the  image  she  is  trying  to  project.    For  some  women,  the  coun- 
selor's efforts  to  make  contact  are  so  threatening  that  withdrawal 
is  the  onJ,y  alternative.    They  may  no^  know  how' to  cope  with  a  re- 
lationship, especially  a  helping  relationship. 

In=woriing  with,  passive-deceptive  behavior  the  counselor  should 
move  siowly  and,  not  place  any  immediate  demands  on  the  client.  In- 
direct exploration  techniques  are  often  useful.    The  counselor  can 
focus  on^^sKaill,  nonthreatening  subjects  to  help  the  client  relax.. 

In  sensing  \hat  something  is  bothering  a  woman  or  that  she  isn't 
responding 'openly  to  questions,  the  counselor  can  return  to  the 
subject  through' Ehe  use  of  a  thin*  person  who  has  a  similar  prob- 
lem.    The  counselor  might  ask  the  client's  advice  in  helping* an- 
other woman,  e.g.,  someone  who  was  reluctant  to  share  feelings. 
Often,  the  client  senses  that  the  counselor  is  talking  about  their 
situation,  but  th'is  indirect  approach  allows  her  to  suggest  or  ex- 
press things  that  are  on  her  mind.    It  is  important  that  the  coun- 
selor not  press  her  to  acknowledge  feelings  or  thoughts,  which 
might  cause  the  client  to  panic,  and  withdraw.    Eventually,  sha  wil- 
begin  to  be  more  open  as  she  finds  that  negative  feelings,  do  not 
make  the  counselor  angry.     In  relating  to  a  woman  who  invents  or 
exaggerates,  the  counselor  should  avoid  playing  detective.  The 
counselor  doesn't  have  to  believe  everything  the  client  says  in 
order  to  help  her.    It  is  important  to  be  aware  t\)at  the  client 
may  be  try   „g  to  manipulate  the  counselor  for  favors  of  special 
attention  through  her  fabrications.     If  the  opportunity  presents 
itself,  the  client's  reasons  for  invention  can  be  explored  without 
making  the  client  feel  that  she  has  betrayed  the  counselor. 

Crisis-Chaos  Lifestyle.    Many  clients  seem  to  go  from  one  crisis  to 
another,  with  most  of  their  energies  consumed  in  emergencies.  The 
counselor  can  see  that  many  emergencies  could  have  been  prevented 
with  better  judgment  and  planning.    The  client  may  seem  to  only 
half  listen  to  the  counselor's  observations  before  returning  to  her 
complaints.     The  client  may  be  trying  to  gain  attention  through  her 
difficulties,  however. 

Th<i  counselor  needs  to  develop  an  attitude  of  detached  Optimism* 
It  is  most  important  to  recognize  that  clients  may  be  doing  their 
very  best  to  cope  with  difficult  circumstances.    The  client  may 
have  never  developed  the  skills  needed  for  planning,  budgeting,  and 
making  choices  that  take  consequences  into  account.    The  present  is  * 
everything,  and  the  personal,  social,  and  financial  resources  avail- 
able are  often  inadequate  to  solve  the  immediate  crisis. 

r  ?n  with  support  and  assistance^  some  clients  will  make  few  changes 
in  their  coping  styles  or  circumstances  over  the  short  term.  A  cli- 
ent may  not  continue  in  treatment  any  longer  than  she  must  for  legal 
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*  or  other  reasons.    Although  counselors  should  remain  aware  of  their 
client's  multiple,  pressing  needs,  they  cannot  expect  to  make  sig- 
nificant changes  in  the  short  run.    it  is  as  important  to  show  tho 
client  how  to  solve  a  problem  as  it  is  to  search  for  a  solution, 
there  is  a  need  for  a  balance  between  a.  therapy  role  and  one  that 
teaches- problem-solving  skills  to  help  the  client  become  more  in- 
dependent,   if  the  client  decides  to  drop  out  of  treatment,  the 
counselor  should  not  be  disturbed  or  discouraged.    The  client  may 
have  no  other  choice  based  on  the  demands  on  her  life  at  this  time. 
The  counselor  should  convey  to  the  client  that  it  may  take  her  sev- 
eral attempts  before  she  can  succeed  in  treatment,  and  that  the  pro-' 
gram  will  be  available  when  she  is  able  and  ready  to  return. 

It  is  easy  to  become  angry  with  a  helpless  client  who  persists  in* 
ma-king  disastrous  choices.    This  anger  helps  to  put  some  distance 
between  the  counselor  and  the  disappointing  client,  but  it  also  be- 
comes another  barrier  blocking  the  client  from  real  participation 
in  treatment.    Thus,  the  client's  helplessness  not  only  prevents 
her  from  progressing  toward  treatment  goals,  but  it  alienates  the 
client  from  the  counselor.    Later,  after  the  client  becomes  hostile 
or  withdraws,  the  counselor  is  left  with  a  sense  of  discomfort  and 
guilt  about  reactions  to  the  client  and  feels  uneasy  about  the  abil- 
ity to  handle  similar  clients  in  the  future.  ' 

To  reduce  angry  responses  to  the  crisis-oriented  client,  counselors 
should  always  try  to  assess  negative  or  angry  feelings  toward  cli- 
.  ents.    At  the  same  time,  they  must  keep  in  mind  that  it 'is  their 
job  to  understand  and  go  beyond  these  feelings  to  help  other  people. 
They  must  avoid  being  pressured  by  the  client's  extreme  distress. 
They  also  must  not  feel  that  it  is  their  duty  to  "prove"  ,to  the 
client  that  they  can  help.    It  is  one  thing  to  want  to  instill  the 
client  with  a  sense  of  hope  and  confidence,  but  it  is  an'cther  to 
feel  compelled  to  achieve  the  impossible  in  order  to  win  the  cli- 
ent's trust.    Much  of  the  difficulty  the  client  has  in  organizing 
her  life  in  a  productive  way  has  its  roots  in  a  past  that  she  can- 
not control.    The  counselor  cannot  remake  the  past  or  remove  all 
the  obstacles,    so  long  as  counselors  do  not  take  responsibility 
for  the  client's  problems,  suffering,  pain,  or  success,  they  Ijave 
no  reason  to  become  angry  at  her  mistakes  and  setbacks. 

*" 

It  is  deceptively  easy  for  the  counselor  to  fantasize  about  how 
much  better  off  the  client  would  be  if  only  she  did  everything  the 
counselor  advised  her.    In  fact,  if  the  client  did  comply  with  all 
the  counselor's  expectations  and  advice,  she  would  only  be  exchang- 
ing one  kind  of  helplessness  for  another.  • 

In  attempting  to  learn  basic  skills,  the  client  will  make  many  mis-  ' 
takes,    she  will  go  backward  at  times  when  it  is  most  crucial  for' 
her  to  go  forward.    At  times  it -will  appear  that  the  counselor  is 
heartless  not  to  step  in  and  handle  a  situation.    At  other  times 
the  counselor  will  have  to  take  control  of  a  situation  to  prevent 
further  damage,  e..g.,  when  the  client  is  abusing  her  children  or 
her  health.    But  these  are  rare  circumstances,  undertaken  only  when 
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the  counselor  has  sought  the  opinion  of  other  staff  members  and 
confirmed  that  there  are  no  other  options. 

Another  mistake  that  counselors  make  when  dealing  with  a  woman  ex- 
periencing multiple  crises  is  to  become  too  calculating  and  unre- 
sponsive.   Counselors  cannot  be  so  cold  and  distant  that  clients 
cease  to  look  to  them  for  support.    The  counselor  should  expect  to 
supply  some  part  of  the  effort  needed  to  resolve  problems  faced  by 
clients.    That  part  may  be  simple  discussion  of  the  alternatives 
in  a  calm,  concerned  atmosphere.    More  often,  particularly  during 
the  early  phases,  it  involves  obtaining  information  concerning  re- 
sources, advocating  for  the  client  with  the  welfare  department, 
arranging  for  emergency  foster  childcare,  or  taking  other  direct 
steps . 

Dealing  with  feelings  of  helplessness,  guilt,  worry,  and  anger  in 
a  peer  group  or  supervision  session  is  a  necessity  for  counselors 
working  with  this  type  of  cJLient.    They  need  a  setting  that  offers 
acceptance  and  support.    They  need  the  perceptions  of  others  who 
can  be  objective  to  help  them  assess  situations,  particularly  those 
in  which  they  feel  personally  involved.    Ultimately,  they  will  need 
help  to  accept  the  limited  progress  the  client  makes  before  leaving 
treatment. 

Anger  and  Hostility.    At  times,  every  client  can  jjpcome  angry  and 
attack  the  counselor  with  words,  either  directly  or  in  talking  with 
others.    Anger  is  a  necessary  behavior  in  a  relationship  that  can 
mean  so  much  to  a  client.     It  is  an  appropriate  reaction  to  the 
fear  of  being  controlled.    It  is  also  a  healthy  reaction  when  one 
feels  rejected,  abandoned,  judged,  used,  or  mistreated.,  Whether 
or  not  the  client  is  "ri\^ht"  in  her  perceptions,  she  must  find  a 
way  to  express  negative  erotions.     It  is  important  to  distinguish 
between  cccasional  anger  and  hostility  in  an  otherwise  productive 
relationship  and  one  in  which  angry  expressions  are  the  primary 
means  of  communication  between  the  client  and  others.    Some  clients 
may  use  hostility  as  a  defensive  maneuver  to  direct  attention  away 
from  their  own  behavior.    At  times,  a  client  will  become  hostile 
to  fend  off  positive  feelings  and  experiences  in  fear  of  a  depend- 
ent relationship. 

Counselors  must  know  how  to  handle  hostile  behavior  without  becom- 
ing hurt,  defensive,  or  punitive.    They  should  share  their  inner 
reactions  to  the  angry  attacks  of  clients  in  supervision  or  peer 
support  settings.    They  may  find  that  clients  are  testing  them  or 
are  vulnerable  to  something  the  counselors  say  or  do. 

Counselors  must  nut  be  so  intimidated  by  verbal  attack  that  they 
abandon  their  roles  as  counselors,  limit  setters,  educators,  and 
treatment  planners.    They  must  not  be  afraid  to  criticize  client 
behavior,  when  warranted.    They  also  must  not  withdraw  from  clients 
and  cease  to  work  toward  treatment  goals.     The  counselor  who  avoids 
these  reactions  has  a  good  chance  of  weathering  the  hostility  until 
the  underlying  problems  are  recognized. 
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It  is  helpful  to  explicitly  identify  hostile  actions  and  words  in 
contacts  with  the  client*    in  doing  so,  counselors  can  take  the 
focus  off  their  own  feelings  and  give  the  problem  back  to  the  cli- 
ent..  For^  example,  a  client  who  couldn't  get  a  job  began  yelling  * 
at,  the  counselor  abort  what  constituted  a  good  job.    The  counselor 
responded:     "You  might  be  right  about  that,    but  right  now,  yo"u 
are  avoiding  the  problem.    I  wonder  how  your  auger  is  goi^g  to  help 
you  deal  with  <your  job  problem.'1    Here,  the  counselor  avoided  get- 
ting into  a  philosophical  debate  about  what  constitutes  "real  work" 
in  favor  of  shifting  the  attention  bp.ck  to  the  client's  problem. 
This  might  have  to  be  done  repeatedly  to  get  a  client  to  talk  about 
an  especially  threatening  topic. 

There  are  times  when  the  client  is  so  hostile  that  work  cannot  go 
on  until  the  client  begins  to  alter  her  behavior.     It  is' important 
for  the  counselor  to  point  this  out: 

>  If  you  want  to  continue  to  criticize  and  attack  me, 
you're  free  to  do  so.     I'm  not  going  to  be  able  to  do 
♦  anything  to  help  you  your  housing  picblem  until 

you  stop,    it's  really  up  to  you/   you  can  leave  no': 
and  stay  mad,  or  you  can  calm*down  and  let  me  explain 
how  we  can  work  together  on  this. 

Often,   the  client  would  like  to  strike  out  at  someone  for  the  frus- 
tration she  feels,    if  counselors  give  t*ie  impression  that  \.hey  are 
willing  to  be  used  as  punching  bags,  they  wil1  find  themselves  sub- 
jected to  repeated  abuse ^    The  same  is  true  for  phys^.al  violence. 
Any  program  that  tolerates  physical  attacks  a.,d  intimidation  cannot 
function  as  a  treatment  setting  because  the  counselors  will  be  too 
afraid  of  their  clients  to  challenge  their  behavior  effectively. 
Counselors  should  set  firm  limits  on  the  amount  of  hostility  they, 
will  accept  from  clients.    They  may  decide  that  5  minutes  out  of  * 
the  session  is  enough.    They  can  inform  clients  that  although  they 
understand  that  chey  need  to  be  angry  at  time*:    they  are  willing 
to  accept  such  behavior  only  for  a  limited  time,  and  if  the  client 
cannot  stop  at  that  point,  the  session  will  be  over  for  that  day. 
This  gives' the  client  some  room  to  ventilate  without  turning  the 
counselor  into  a  doormat.     In  addition,  the  client  who  uses  her 
hostility  to  keep  the  counselor  from  getting  too  close  will  achieve 
her  goal  without  causing  the  counselor  unnecessary -pain. 

Defiance  and  Rebellion,    it  is  not  easy  to  enforce  limits  or  pro- 
gram rules,  but  most  women  in  treatment  will  test  to  see  how  seri- 
ous the  program  is  about  its  regulations.    This  testing  may  take 
the  form  of  a  few  late  arrivals,  missed  appointments,  or  use  of 
drugs.    The  regulations  and  demands  of  the  program  may  be  too  dif- 
ficult for, a  woman  to  meet.    Her  bad  habits  will  rio.t  disappear 
without  a  struggle.    Thew  counselor  who  understands  these  factors 
will  not  be  upset  or  surprised  at  the  woman  who  breaks  a  rule,  or 
breaks  several  in  the  first  few  weeks  of  treatment.    The  counselor 
should  apply  limit-setting  skills,  offer  information  on  the  possi- 
ble consequences  of  the  client's  behavior,  and  provide  support  to 
make  ifc  possible  for  the  woman  to  comply  in  the  future. 
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The  woman  who  breaks  rules  regularly  presents  more  carious  diffi- 
culties.   She  challenges  the  counselor  openly,  defying  authority 
and  laughing  at  reactions.    She  implies  that  the  rules  are  foolish. 
Any  loss  of  control  on  the  part  of  the  counselor  will  appear  to 
amuse  the  client.    Sometimes  a  client  who  was  making  progress  will 
suddenly  respond  with  defiance  to  a  counselor.    This  represents  a 
loss  to  the  counselor,  who  feels  a  sense  of  failure  and  betrayal. 

When  testing  and  defiance  develop,  it  is  generally  safe  to  assume 
that  the  client  is  afraid  of  losing  something.    She  may  be  attempt- 
ing to  cling  to  a  sense  of  autonomy,  even  at  the  cost  of  endanger- 
ing her  treatment.    The  counselor  must  assess  the  situation  and  try 
to  identify  underlying  reasons  for  the  behavior.    The  counselor  can 
go  back  to  the  information  gathered  during  assessment  to  see  if 
there  are  any  clues.    The  counselor  can  also  look  at  the  treatment 
process  to  see  if  any  new  issue  or  expectation  might  be  triggering 
.the  client's  actions.    It  may  be ''that  some  clients  are  ambivalent 
about  treatment.    They  would  rather  provoke  the  program  into  dis- 
charging them,  proving  to  themselves  that  they  do  not  deserve  treat- 
ment, and  at  the  same  time  blaming  the  rigidity  of  the  program  for 
being  rejected. 

The  counselor  who  understands  these  underlying  dynamics  can  discuss 
them  with  the  client,  pointing  out  the  client's  actions  and  asking 
whether  the  client  is  sure  that  this  is  the  outcome  she  wants.  The 
counselor  must  keep  in  mind  that  it  is  not  productive  to  express 
anger  toward  the  client.    The  client  must  decide  whether  to  submit 
to  the  program's  authority  in  order  to  obtain  treatment.  Submis- 
sion requires  humility.    She  is  admitting  that  she  does  not  know 
how  to  live,  and  that  she  needs  someone  to  help  her.     It  is  help- 
ful, in  this  situation,  to  point  out  that  the  program  is  asking  a 
great  deal.    The  counselor  can  point  out  exactly  what  the  program 
offers  in  return  for  the  autonomy  it  takes  away.    The  final  deci- 
sion is  up  to  the  client.  , 

Helpless,  Self-Destructive  Behavior.     Every  woman  who  enters  treat- 
ment has  some,  desire  to  stop  her  self-destructive  behavior,  if  only 
for  the  sake  of  a  child  or  loved  one.    The  counselor  is  often  pre- 
sented with  a  woman  who  feels  powerless  to  protect  herself.    She  • 
may  have  been  beaten  by  a  man  or  forced  to  become  a  prostitute  or 
to  steal  so  that  her  husband  or  lover  could  buy  drugs.    She  may 
drink,   jse  prescription  drugs  for  a  diet  or  pain,  or  use  other 
self-medicating  methods.  v 

Counsel6rs  also  feel  a  sense  of  helplessness  in  working  with  such 
clients.    They  cannot. stop  a  client  who  seems  determined  to  undo 
what  had  been  accomplished.    Here  we  have  the  reason  for  the  anger 
the  counselor  feels*. 

The  first  step  for  the  counselor  is  to  assess  the  severity  of  the^ 
problem.    Is  the  client  doing  severe,  irreparable  harm  to  her  body? 
Is  she  risking  arrest?    Is  she  exposing  her  children  to  severe  phys- 
ical or  emotional  damage?    Counselors  should  assess  how  much  "le- 
verage" they  have  over  the  client.    Can  they  use  the  relationship 
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established  with  the  client?    Is  the  client  dependent  on  the  pro- 
gram fjr  her  physical  or  emotional  needs?    Is  she  forced  to  remain 
in  the  program  or  go  to  jail?    Counselors  should  not  be  afraid  to 
use  their  authority  to  remove  clients  from, dangerous  situations. 
They  may  decide  to  call  the  child  protective  services  to  report 
child  abuse  or  neglect,  or  to  recommend  the  children  move  to  a 
foster  home  to  prevent  the  likelihood  of  abuse,    such  action  should 
be  explained  to  the  client  directly: 

*  » 

I  am  ■ccAcemed.    I  care  acout  you  too  much  to  just  sit 
by  while  you  hurt  yourself  (or  your  child).    I  am  going 
to  stop  you.    I  know  you  may  not  understand  o;  agree. 
You  may  be  very  angry,  but  at  this  point,  I  have  to  pro-  ' 
tect  you.    You  will  be  able  to  protect  yourself  when  you 
feel  better  but  I  am  not  willing  to  watch  you  do  things 
that  can't  be  undone,  things  you  have  done  in  the  past 
and  regretted.  '  ^ 

i  * 

The  client  is  likely  to  be  angry  but  "is  likelfcto  eventually  recog- 
nize that  the  counselor's  actions  were  helpful. 

At  t^imes,  the  counselor  does  not  have  sufficient  leverage  to  con- 
trol the"clierif  s  "actions.    At  the  beginning  of  the  treatment  proc- 
ess, the  counselor  faces  a  dilenrna.    To  do  nothing  is  dangerous, 
and  leSves  the  client  unprotected.    Further,  the  client  may.  per- 
ceive the  counselor's  inaction  as  indirectly  supporting  the  destruc- 
tive activity,    in  taking  a  controlling  position,  the  counselor 
risks  alienating  the  client.  .    '  ,  • 

Teresa,  a  30-year-old  woman,  had  been  in  treatment  previ- 
ously and  had  done  relatively  well.    She  had  held  a  sec- 
retarial job  for  3  years  and  had  been  seen  as  a  success 

bLthe  staff '    Then  she  married  another  client,  a  man 
who  soon  dropped  out  of  treatment,  taking  Teresa  with 
him.    He  was  arrested  a  few  months  latere  leaving  Teresa 
pregnant.    She  lost  her  job  when  health  problems  arose 
related  to  the  pregnancy.    The  'staff  members  heard  about 
her  problems  and  sent  her  a  letter  inviting  her  to  re- 
turn to  treatment,    she  returned  a  few  weeks  before  the 
baby  was^born,  worried  that  the  baby  would  be  born 
addicted . 

After  the  baby's  birth,  Teresa  was  very  depressed,  she 
felt  ambivalent  about  being  a  mother,  and  resented  the 
demands  the  baby  made  on  her.    she  also  resented  her  hus- 
band for  leaving  her  to  cope  alone.    She  missed  her  for- 
mer friends  from  her  job,  and  felt  left  out  when  they 
went  to  parties  while  she  stayed  home.    After  a  few 
months,  it  was  noticed  that  the  baby  had  bruises  and  * 
welts,  which  the  mother  explained  as  falls  or  accidents. 
The  staff  did  not  believe  her;  the  counselor  attempted 
to  convince  the  mothex  to  place  the  baby  in  a  day  care 
center  and  return  to  work.  v 
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At  this  point  the  husband  returned  from  jail.  Soon, 
Teresa  came  for  appointments  with  numerous  injuries  and 
admitted  that  he  had  beat  her  because  he  "couldn't  stand 
^listening,  to  the  baby  cry."  'she  said  he  had  a  gun  and 
had  threatened  to  kill  her  and  the  baby  if  she  didn't 
•  shut  the4  baby  up. 

Tl:e  counselor  urged  Teresa  to  leave  her  apartment  imme- 
diately, secured  emergency  shelter  for  mother  and  child, 
and,  with  another  staff  member,  helped  her  move -there. 
Jeresa,  however,  boon  returned  home  to  her  husband.  The 
counselor  suggested  couple  counseling  but  the  husband 
refused.    When  Teresa  missed  her  regular  appointment, 
another  client  visited. her  and  reported  that  Teresa  had 
■*       been  beaten  again,  and  the  baby's  arm  was  broken. 

i 

The  counselor  called  protective  services  and  a  worker 
investigated  but  did  not  take  any  action,    Teresa  stopped 
,  .    coming  to  the  center.    Her  counselor  felt  discouraged  and 
frustrated.   -\  • 

At  a  staff  meeting,  another  counselor  suggested  that  although  the 
abuse  was  frightening,  the  counselor  had  no  way  of  stopping  it  di- 
rectly. .    She  felt  a  useful  alternative  approach  might  be  bashed  on 
Teresa's  need  to  return  to  work.    A  job  might  help  her  feel  more 
independent  and  less  depressed,  and  she  would  be  less  likely  to 
tolerate  abuse. 

\ 

The  second  counselor  then  contacted  Teresa  offering  to 
help  her  brush  up  on  her  secretarial  skills  and  find 
good  child  care.    She  did  not  mention  the  marital  situa- 
tion.   Teresa  came  in  and  the  second  counselor  referred 
her  to  employment  agencies,  role-played  job  interviews 
with  her,  and  went  with  her  to  visit  childcare  centers, 
securing  welfare  department  assistance  to  pay  for  child 
care.    Another  client  provided  transportation  for  a  min- 
imal fee.    She  gained  more  confidence  on  several  tempo- 
rary jobs,  and  eventually  accepted  a  permanent  position. 

Teresa  never  resolved  the  conflict  with  her  first  coun- 
selor, but  did  leave  her  husband  when  he  beat  her  again. 
The  second  counselor  helped  her  borrow  money  for  a  rent 
deposit  and  locate  an  appropriate  apartment  for  her  and  f 
her  child.    She  was  also  supportive  during  the  anxious 
periods  after  the  separation. 

This  case  vi  lust rates  the  problems  and  potentials  involved  when  a 
client*  could  not  accept  direct  intervention  in  a  destructive  situ- 
ation.   The  second  counselor  recognized  that  Teresa  was  unlikely  to 
separate  from  her  husband  wlule  feeling  depressed  and  dependent. 
This  counselor  worked  to  increase  Teresa's  self-esteem  through  con- 
structive action  on  Teresa's  wish  to  be  employed.    This  required 
counseling  support,  coordination  with  other  agencies,  skill  train- 
ing (interviewing  for  jobs),  and  advocacy. 
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In  many  cases,  there  is  no  clearcut  point  when  the  counselor  feels 
forced  to  take  action.'  The  client  merely  continues  a  longstanding 
pattern  of  tolerating  physical  or  mental'  abuse.    In  such  cases,  the 
counselor  might  attack  the  problem  indirectly similar  to  the  sec- 
ond counselor  above,  builfiing  cn  a  productive  relationship  that  • 
makes  it  possible  to  intervene  effectively.    The  counselor  needs  to 
discuss  with  the  client  any  activities  she  sees  as  self-destructive 
and  include  work  on  these  activities  in  ^  treatment  plan  with  the  ■ 
client's  active  participation.    This  is  generally  a  long-term 
process.  • 

i 

WORKING  PHASE 

i  t 
As  the  client  and  counselor  identify  and  manage  initial  and  later  - 
resistances  to  change,  significant  changes  in  the  client's  life  be- 
gin to  be  possible.    Many  areas  we  discussed  here  will  also  have 
been  important  earlier  ixn  treatment,  during  times  of  crisis  manage- 
ment, and  whi*i  the  woman  is  entering  the  treatment  process.  Dur- 
ing this  period,  however,  the  counselor  and  client  can  work  more 
intensively  to  develop  life  patterns,  coping  skills,  and  support 
networks  that  will  allow  the  woman  to  stay  drug  free  and  develop  a 
more  satisfying  and  productive  life,. 

Practical  Problems.    Counseling  mu*;t  continu*  to  be  augmented  by 
practical  help  in  obtaining  concrete,  tangible  services,  such  as  ^ 
income  assistance,  childcare,  housing  assistance,  or  legal  aid 
(Pitte*  1976).    Hie  client  may  need  acc   vamment  to  a  court  hear- 
ing, transportation  to  a  tfocto^s  appoj - » ment,  assistance  in  man- 
aging her -money,  help  in  fixing  her  ^r,  advice  about  sound  nutri- 
tion, or  help  in  obtaining- emergency  loans.    All  the  above  ave 
coping  skills  that  must  be* learned  before  she  can  live  successfully 
in  "straight"  society. 

Chaptirs  in  this  book  are  intended  to  provide  couiselors  with  how- 
to-do-it  .information  that  will  be  ustr  ul  in  helping  women  clients 
•acquire  the  practical  services  they  need,  i.e.,  legal,  vocational, 
medical,  childcare,  parenting,  and  health  promotion. 

Access  to  Community  Resources,    when  services  are  not  available 
within  the  treatment  program,  the  counselor  must  learn  about  all 
the  resources  available  in  the  community.  ,  When  seeking  other  Com- 
munity services,  two  factors  should  be  considered: 

•  whenever  possible,  use  traditional  universal  resources  rath- 
er than  resources  .that  might  stigmatize  the  client.  For 
example,  check  into  college  vocational  training,  rather  than 
CETA.    Consider  whether  the  resource  will  help  the  woman 
leave  behind  her  "deviant"  label. 

•  Have  accurate  information  available  about  crisis  resources, 
such  as  emergency  childcare,  legal  assistance,  temporary 

♦  housing  shelter,  or  food.    The  client  is  most  likely  to 
seek  help  in  crisis  situations,  and  even  if  the  counselor 
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doesn't  have  a  solution,  sincere  efforts  in  attempting  to 
deal  with  real  problems  will  communicate  concern  to  the 
client. 

If  the  program  cannot  provide  the  comprehensive  medical  and  dental 
services  needed,  the  counselor  must  assume  an  advocacy  role  to  in- 
sure that  clients  obtain  quality  care  and  that  medicaid  or  other 
third-party  payment  methods  are  available  fur  women  who  qualify  for 
them.  •  ^ 

Vocational  Issues.    "Frustrated"  is  the  word  that  describes  many 
women  addicts  during  reentry  as  they  try  to  find  gainful  employment. 
As  Banna  and  Gordon  (1978)  observe,  "Criminal  records  had  closed 
many  doors  to  them,  while  lack  of  skills  and  education  precluded 
many  careers.    Low-paying,  low-skill  jobs  are  ofte.  all  that  is 
available  to  thera^.  ..."    Contrary  to  stereotyped  ideas  that  women 
need  less  vocational  assistance  because  they  will  be  homemakers  or 
mothers,^  data  suggest  that  chemical],  dependent  women  are  more  in 
need  of  vocational  assistance  than  men  are  (Colten  1980a;  Gearing 
1973;  Levy  and'Doyle  1974;  Reed  and  Leibson  1981). 

How  can  counselors  change  the  negative  images  addicted  women  have 
of  themselves  vocationally,  and  how  can  ^hey  rjedirect  their  own 
thinking  to  help  women  acquire  ^obs?*   Reed  and  Moise  (1980)  advise 
counselors  to  help  women  obtain  their  high  school  equivalency 
through  GED  or  adult  education  programs.    They  point  out  that  it 
may  be  necessary  for  counselors  to  pose  career  options  early  m 
treatment  so  that  clients  have  time  to  prepare  themselves  for  fu- 
ture opportunities. 

Some  feel  (e.g.,  Colton  1980a)  that  women        .  .  may  find  it  neces- 
sary to  breach  certain  aspects  of  traditional  sex  rrle  boundaries 
in  order  to  survive.  ..."    Banna  and  Gordon  (1978),  however,  Cau- 
tion that  as  women  "raise  their  level  of  aspiration,  they  should  be 
gently  encouraged  without  any  attempt  to  impose  goals  and  values 
upon  them.    Treatment  expectations  should  be  in  line  with  what  each 
woman  herself  desires,  while  staff  should  be  sensitive  to  the  low 
self-esteem  and  lack  of  skills  and  education  which  hold  women  cli- 
ents' back." 

Steps  and  strategies  for  developing  vocational  rehabilitation  serv- 
ices are  described  in  chapter  8,  this  volume.     The  counselor  can 
help  the  client  in  this  process  in  several  ways: 

•  Identify  experiences  thac  the  client  values  and  receives 
.  meaningful  rewards  from. 

•  Raise  hftr  expectations  by  encouraging  her  fantasies  and 
helping  her  integrate  some  of  them  into  her  goals. 

•  Explore  her  interests  (via  past  accomplishments,  hobbies, 
people  she  admires). 


156 


•  Pace  your  interventions  slowly,  developing  attainable  short- 
term  goals  that  are  steps  toward  a  future  life  she  can 
visualize. 

•  Build  on  skills  she  already  has. 

Organizing  a  group  of  women  to  focus  on  vocational  interests  can 
be  useful  becaufee  many  women  with  chemical  dependency  problems  are 
either  completely  unfamiliar  with  educational  and  vocational  train- 
ing opportunities  or  have  been  discouraged  from  seeking  those  serv- 
ices.   Clients  must  oe  informed  in  concrete  terms  of  the  programs 
and  resources,  financial  and  otherwise,  that  they  will  need  to  pur- 
sue vocational  preparation.    Both  short-  and  long-term  training 
should  be  presented  in  a  variety  of  interest  areas.    If  a  woman  is 
interested  in  business,  offer  information  on  sales  and  opportuni- 
ties.    If  she  is  artistic,  suggest  careers  in  graphic  arts  or  in- 
terior decoration. 

Mary  saw  herself  as  a  39-year-old,  "very  tired"  prosti  • 
tute  who  was  too  tainted,  too  old,  and  too  unqualified 
'to  get  a  decent  30b.  ,  Despite  the  client's  protests,  the 
counselor  persisted  in  helping  her  define  interests  and 
skills.    After  considerable  exploration,  Mary  revealed 
1      that  while  in  prison,  she  was  a  head  cook  and  supervised 
four  other  women  in  the  daily  preparation  of  meals  for 
7  ,000  inmates,    she  casually  mentioned  that  she  had  to 
be  very  well  organized  to  closely  supervise  a  transient, 
indifferent  staff,  handle vinventory,  and  improvise  a 
menu  when  supplies  were  short.    Although  she  relayed 
this  experience  with  pride,  she  was  astounded  when  her 
counselor  interpreted  this  .as  managerial  experience. 
The  counselor  carefully  researched  job  leads  in  entry- 
level  positions  and  located  a  fast- food  firm  known  to 
accept  former  addicts  in  such  positions,    she  then 
helped  Mary  make  out  a  resume  that  included,  her  prison 
experience  and  helped  her  face  fears  about  being  re- 
jected by  middle-class,  straight  people.    Within  a  few 
months,  she  was  accepted  into  the  restaurant  training 
program  with  a  fast- food  firm  at  a  beginning  salary  of 
$14,000  a  ye^r  and  a  planned  schedule  of  promotions  upon 
complo-ron  of  training. 

Although  this  approach  may  seem- unrealistic,  counselors  should  rec- 
ognize that  many  women  with  drug  problems  are  bright,  competent, 
and  rapable  of  sacrifice  and  long-term  commitment.    The  goal  of  the 
counselor  is  not  only  'to  help  her  find^a  30b  matching  her  skills 
but  to  raise  her  sights  to  careers  worthy  of  her  commitment. 

Relationship  with  Children.    Counselors  should  also  recognize  the 
concern  and  Responsibility  addicted  women  have  for  the;r  cmldren 
(Col ten  1980b;  Ryan  1979).    women  entering  treatment  usually  have 
few  childcare  resources.    These  women  will  need  special  supports 
not  currently  available  in  most  treatment  settings.    Many  need  per- 
mission to  bring  their  chilJren  with  them  when  they  m^et  with  their 
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counselor.    At  times,  home  visits  or  telephone  contacts  wil*  have 
to  be  arranged  because  these  mothers  will  be  too  involved  or  ex- 
hausted by  their  parenting  responsibilities  to  keep  couseling 
appointments . 

In  offering  counseling,  the  woman  should  not  be  asked  to  choose  be- 
tween her  children  and  treatment.    Counselors  should  consider  con- 
flicts that  the  mother*s  parenting  responsibilities  create.  Often, 
she  becomes  dependent  on  others  for  childcare,  even  though  she  has 
few  personal  resources  to  rely  on. 
> 

My  mom  is  coming  down  on  my  case  real  hard.    When  I  was 
in  jail  for  8  months,  she  took  care  of  Leticia  just  fine. 
Mow,  she  refuses  to  babysit  her  if  I  have  to  go  to  my 
workshops  or  for  job  interviews.    I  know  my  mom  is  just 
trying  to  get  me  to  be  responsible  for  my  own  kid,  but 
#      ^  I  can't  afford  day  care.  o 

This  client  might  subscribe  to  traditional  values  and  feel  frus- 
trated by  her  inability  to  meet  her  own  high  expectations  of  her- 
self as  a  mother-    She  is  likely  to  have  strong-  reservations  about 
putting  her  children  in  a  day  care  situation  while  she  attends 
scnool  or  treatment.  j 

I  don't  want  to  put  my  baby  in  an}  childcare  center.  It 
}ust  isn't  right  to  let  strangers  around  her.     If  my  sis- 
ter or  my  mother  can  watch  her,  fine.    But  I'm  not  going 
to  be  one  of  those  mothers  who  doesn't  care  who  they 
give  their  children  to.    Women  like  that  don't  deserve 
kids  in  the  first  place. 

The  woman  can  be  encouraged  to  put  her  child  in  a  play  group  or 
day  care  center  for  a  few  hours  a  day  and  should  be  helped  to  find 
childcare  resource^  that  will  be  sensitive  to  her  needs  (see  chap- 
ter JO,  this  volume) .    She  should  be  encouraged  to  recognize  her 
need  to  be  away  from  her  child  as  well  as  the  developing  child's 
need  for  separation. 

Other  types  of  help  with  children  should  be  explored.    Parent  ef- 
fectiveness training,  or  workshops  in  child  development,  can  help 
the  woman  alleviate  feelinjs  of  guilt  or  worry  and  become  more  ef- 
fective in  her  parenting  (see  chapter  11,  this  volume).    In  addi- 
tion, the  woman  may  need  help  in  securing  meQical  help  or  welfare 
benefits  for  her  children  or  may  require  help  in  sorting  out  her 
children's  emotional  or  school  problems.    All  of  the  practical 
problems  vomon  face  in  caiing  for  their  children  suggest  that  serv- 
ices designed  to  meet  their  diverse  needs    re  essential  Lf  coun- 
selors wish  to  work  ^ffectivel/  with  mothers  over  time. 

Relationship  With  Her  Man*.  '  Many  counselors  have  found  that  a  wom- 
an's  relationsnip  with  a  man  may  interfere  with  the  treatment  ef- 
fort.    Peed  and  Leibson  (1981)  suggest  that  relationships  with  men 
who  are  using  drugs  and  who  may  not  be  supportive  of  women's  seek- 
ing treatment  *re  a  factor  )n  preventing  women  from  entering 
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treatment  programs.    In  fact,  some  residential  or  methadone  pro- 
grams work  to  separate  the  woman  from  her  husband  or  lover  (Cuskey 
et  al.  1979)\ 

'qften,  the  counselor  perceives  her  client's  relationship  as  destruc- 
tive or  too  dependent.    The  woman  may  experience  frequent  physical 
or  verbal  abuse.    Her  man  may  use  drugs,. see  other  women,  refuse  to 
contribute  financially  to  the  household,  or  block  her  from  seeking 
support  elsewhere.    This  stereotype  emerges  so  often  in  drug  treat- 
ment with  other  women  that  counselors  often  conclude  that  their 
first  task  is  to  separate  the  woman  from  her  man.    But  the  counselor 
usuaHy  finds  that  the  woman  is  ready  to  sacrifice  the  treatment 
relationship  if  it  threatens  her  relationship. 

Maybe  Jim  is  nol  the  most  reputable  person — he  deals  and  « 
steals  tc  support  his  habit.    Sure,  some  might  call  him 
an  undesirable,  but  he's  all  right  with  me.    He's  my 
little  bit  of  security—it's  not  much,  but  it's  all  I  „ 
have.    I  know  if  I  need  him  he's  there.    When  I  was  broice 
and  in  the  streets,  he  sent  me  money  off  nis  books  from  — - 
the  pen.    Why,  he's  been  the  only  father  my  fcid's  knownf 
he  treats  her  like  his  own.     I  don't  think  any  square    '  > 
can  understand  or  accept  my  relationship  with  Jim.  ^f 
my  counselor  told  me  to  leave  Jim,  I'd  get  rid  of  her  - 
before  leaving  him.  * 

Before  making  premature  and  often  ill-advised  judgments  about  whe 
woman's  relationship  with  her  man,  it  is  imperative  that  the  coun- 
selor consider  why  the  woman  wants  to  maintain  the  relationship. 
To  be  effective,  the  counselor  must  view  the  relationship  from  the 
client's  perspective.    For  example,  she  may  receive  security,  com- 
panionship, sex,  and  adventure.    Even  when  tt*e  man  is  not  providing 
gratification,  the  memory  of  past  rewards  creates  an  expectation  of 
gooo  things  to  come  in  the  future.    The  status  of  having  someone  to 
rely  on  may  be  critical  to  her.    She  may  not  berieve  sho  has  the 
capacity  to  make  it  on  her  own.    Serving  this  man  may,  in  fact,  be 
her  only  fulfillment  or  purpose  in  life. 
# 

A  woman  in  this  situation  will  have  to  m.  ke  many  changes — gain  new 
experiences,  and  develop  her  coping  skills  and  self-image — before 
,she  can  challenge  a  relationship  and  consider  the  possibility  of 
making  it  alone.    She  must  begin  to  believe  in  her  right  to  succeed 
and  ir  her  ability  to  seek  out  gratifications  directly. 

Relationships  With  Women.    Chemically  dependent  women  may  not  value 
themselves  (Beckman  1975,  Col ten  1980a)  and  may  not  value  their  re- 
lationships with  other  women.    Recognizing  the  similarities  between 
their  situations  and  those  of  other  women  can  be  an  important  com- 
ponent of  treatment.    Learning  to  rely  on  and  respect  other  women 
and  seeing  how  women  can  help  each  other,  can  lead  to  valuable  friend- 
ships, larger  and  more  helpful  support  systems,  and  more  self- 
respect.    Women's  groups  and  activities  and  many  women  role  models 
can  be  helpful. 
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The  counselor  should  also  remember  that  not  all  women  will  be  in- 
terested in  developing  intimate  relationships  with  men.    Some  will 
be  strongly  woman  oriented  socially.    Some  may  define  theu  elves 
as  lesbian,  -others  may  be  confused  about  their  social  and  sexual 
preferences.    Many  variations  in  relationships  exist  and  can  be 
meaningful  among  women.    These  relationships  should  be  explored  as 
a  part  of  counseling. 
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TERMINATION  PHASE 


We  cannot  discuss  the  full  range  of  activities  involved  h,re,  but 
the  counselor  must  always  plan  toward  an  eventual  termination. 
Most  women  will  terminate  before  all  treatment  goals  are  realized. 
They  may  drop  out  because  they  an  ^cipate  the  counselor  will  not 
approve,  or  because  they  can\t  handle  a  planned  separation.  Many 
counselors  question  a  client's  readiness  to  handle  her  problems  on 
her  own.    They  may  feel* angry,  rejected,  or  overprotective  when  a 
client  wants  to  leave  treatment  before  the  counselor  feels  she  is 
ready • 

Our  advice  about  unplanned  terminations  is  simple  but  hard  to  fol- 
low:   Call  the  woman  or  seek  her  out,  recognize  her  gains,  and  say 
goodbye.    This  makes  it  possible  for  the  woman  to  feel  supported 
in  her  decision,  relieves  her  guilt,  and  helps  her  to  feel  finished 
with  the  treatment  process  and  ready  to  move  on.    she  may  return 
later,  or  may  seek  out  other  supports  as  a  woman,  rather  than  as 
a  drug  addict.    One  evaluation  study  (Cuskey  et  al.  1979)  reported 
that  although  most  women  dropped  e«?t  early  in  the  treatment  proc- 
ess, most  also  had  not  reverted  to  addiction  or  criminality  and 
felt  they  had  made  gains  in  treatment. 

As  Reed  and  Moise  (1980)  suggested,  the  process  of  treatment  from 
the  beginning  should  emphasize  expanding  the  woman's  social  skills 
*  and  supports  outside  the  treatment  setting,    if  this  has  been  a  . 
focus  of  treatment,  there  is  no  need  for  regret  or  worry  when  the 
client  leaves,    it  is  fine  to  let  the  client  know  you  will  miss 
her  and  are  sad  to  have  to  say  goodbye,     if  the  relationship  has 
been  positive,  she  will  need  to  express  similar  feelings.  However, 
successful  treatment  prepares  the  woman  to  move  into  new  circum- 
stances, new  roles,  and  away  from  the  stigma  and  distress  of  the 
addict  lifestyle,  including  addict-identified  treatment,    once  in 
a  yiile,  you  pay  even  be  able  to  plan  a  gradual  termination  with  a 
client,  with  longer  periods  between  appointments,  practice  in  sur- 
viving without  counseling,  development  of  useful  support  groups  or 
relationships,  clear  and  realistic  future  plans,  and  a  celebration. 

COUNSELOR  BURNOUT 

*  * 

Counseling  chemically  dependent,  women  is  a  challenging  job,  A 
counselor  must  be  able  to  deal  constantly  with   .ardship  and  emo-  - 
^tional  stress  and  pain  and  still  maintain  the  caring  and  commitment 
needed  to  carry  out  the  job.    Otherwise,  the  process  of  burnout 
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begins.    The  social  and  psychological  dimensions  of  the  burnout 
syndrome  can  be  devastating.    Burnout  can  involve  a  loss  of  concern 
for  the  client;  the  counselor  might  develop  a  cynical  dehumanizing 
perception  of  her  clients  and  their  problems.    Or  the  counselor  may 
feel  helpless  or  be  overinvolved  with  or  overidentify  with  a  client. 

Our  experience  has  shown  that  several  factors  are  important  in  pro- 
tecting the  counselor  from  buri.out.    Some  clients  have  problems 
that  are  more  emotionally  draining  for  counselors  than  others.  For 
example,  some  counselors  feel  tremendous  stress  and  frustration  in 
dealing  with  cases  involving  wife  battering;  some,  however,  are  not 
particularly  devastated  Ly  such  cases  but  find  situations  involving 
child  neglect  or  abuse  to  be  emotionally  overwhelming.    What  is 
emotionally  painful  for  one  person  may  not  necessarily  be  burden- 
some to  the  next.    Counselors  must  identify  client  problems  particu- 
larly stressful  for  them. 

Counselors  who  feel  ill-equipped  to  deal  with  certain  situations 
or  clients  should  be  allowei  to  shift  their  caseloads.    If  poor  or 
inadequate  relationships  develop  between  a  counselor  and  a  client, 
steps  should  be  taken  to  transfer  that  client  to  another  counselor 
in  a  way  that  does  not  stigmatize  the  client. 

Supervision  should  be  structured  to  provide  counselors  the  oppor- 
tunity to  vent  frustrations  and  receive  constructive  feedback. 
Vforking  with  chemically  dependent  women  will  be  upsetting  and,  at 
times,  depressing.    Counselors  need  all  the  support  they  can  get 
from  each  other  to  ward  off  feelings  of  failure  and  ineffectiveness. 
The  counselor  also  needs  a  nonjudgmental,  op£n  atmosphere  in  which 
to  share  feelings,  explore  new  avenues,  and  learn  how  to  work  more 
effectively  with  clients. 
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5. 

Developing  and  Managing 
Referral  Linkages  for 
Drug  Dependent  Women 

Judith  Kovach,  M.A. 

* 

This  chapter  has  four  major  goals.    The  first  is  to  describe  why 
comprehensive  and  well-managed  referral  systems  are  necessary  for 
most  programs  serving  chemically  dependent  women.    The  second  goal 
is- to  delineate  the  typei.  of  community  services  and  resovrces 
needed  by  chemically  dependent  women.    The  third  is  to  outline  how 
to  identify  client  needs  and  determine  where  and  how  to  obtain  re- 
sources to  address  those  need*.    .V,vantages  and  disadvantages  of 
obtaining  services  through  referral  linkages  will  be  discussed. 
The  fourth  goal  is  to  present  ways  of  developing,  maintaining,  and 
evaluating  the  effectiveness  of  referral  linkages.  Different 
mofiels  for  organizing  a  staff  to  implement  and  maintain , an  effec- 
tive referral  network  will  be  presented.    Tools  and  materials  that 
your  ac,3ncy  can  use  or  adapt  are  presented  throughout. 

The  primary  focus  of  this  chapter  is  the  enhancement  of  substance 
abuse  treatment  through  use  of  a  referral  network.    Readers  should 
recognize/  however,  that  c6mmunity  linkages  provide  additional 
benefits  for  treatment  programs,  including  casefinding,  organiza- 
tional and  administrative  supports,  and  mechanisms  to  promote 
client  independence.  0 

WHY  ARE  RESOURCE  LINKAGES  IMPORTANT? 

Traditionally,  the  "success"  of  treatment  for  chemical  dependency 
has  been  viewed  in  terms  of  client  abstinence.    Although  this  is 
clearly  an  important  and  valid  treatment  goal,  it  cannot  and  should 
not  be  the  sole  or  even  Ce  predominant  criterion  of  individual  or 
overall  program  treatment  success. 

Increasingly,  it  has  become  apparent  that  most,  if  not  all,  clients 
in  treatment  for  chemical  dependency  need  extensive  resocializatiog 
to  obtain  and  maintain  abstinence.    The  National  Polydrug  Collabo- 
rative Project  (Wesson  et  al.  1978)  concluded  that  "the  single  most 
important  fact  that  has  surfaced  from  experience  with  substance 
users  is  that  they  are  individuals  with  multiple  needs."'  The 
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Women's  Drug,  Research  Project  (Reed  and  Moise  1979)  findings  show 
that  chemically  dependent  women  <tend'to  be  more  isolated  from  so-, 
cial  and  community"  agencies  ar  *  support  systems  than  nondependent 
women  and  chemical Jy  dependent  men  are.    Thus,  relative  to  men  in 
drug  treatment  programs,  women  are^  likely  to  need  more  help  in  de- 
veloping working  relationships  with  people  and  agencies  tKat  can 
help  them.    By  learning  how  to  establish  and  use  these  relation- 
ships or  "linkages,"  chemically  dependent  woraSn  wild  depend  less 
on  other  individuals  for  support.  «. 

Thus,  one  goal  of  treatment  is  to  help  women  develop  profalem- 
solving  and  socialization  skills,  such  as  abilities  to  obtain  re- 
sources, find  mere  productive  ways  of  using  time,  and  improve  re- 
lationships.   The  resocialization  process  requires  services  rarely 
provided  by  drug  treatment  programs— vocational  rehabilitation, 
housing  relocation,  recreation,  and  psychotherapy,  for  example. 

In  addition  to  resocialization  needs,  chemically  dependent  women 
are  likely  to  have  problems  that  can  severely  impede  the  recovery 
process.    These  problems— med.  :al,  dental,  legal,  childcare,  to 
'  name  a  few— are  generally  beyond  the  scope  of  drug  treatment  pro- 
grams,   without  these  supportive  services,  the  likelihood  of 
successful  treatment  is  clearly  diminished.    In  most  instances, 
such  services  must  be  provided  through  referral  relationships 
with  other  community  resources. 

Numerous  studies  have  documented  the  need  for  supportive  services 
in  treating  chemical  dependency  and  have  supported  the  need  for 
comprehensive  treatment  models.    It  has  been  shown  that  a  Compre- 
hensive treatment  approach  is  even  more  critical  in  treating 
chemically  dependent  women  than  it  is  for  men.    The  Alliance  of 
Regional  Coalitions  (National  Research  and  Communications  Asso- 
ciates 1978)  points  out  that  successful  treatment  programs  are 
those  that  are  "comprehensive  and  responsive  to  individual  needs; 
[and]  involve  the  social,  family,  environmental,  emotional,  be- 
havioral, and  physical  aspects  ofc  a  woman's  life."    Findings  in 
this  report  show  that  low  retention  rates  for  women  are  directly 
related  to  the  failure  of  treatment  programs  to  identify  or  pro- 
vide assistance  in  addressing  problems  other  than  drug  use.  Re- 
searchers have  found  that  women  entering  treatment  require  a 
greater  number  of  services  (as  well  as  different  services)  than 
do  men  entering  treatment  (Beschner  and  Thompson  1981).    Ryan  and 
Moise  (1979)  documented  that  chemically  dependent  men  more  often 
seek  legal  and  employment  assistance,  whereas  women  more  often 
seek  medical  and  social  services.    A  regional  report  submitted  to 
the  Alliance  (National  Research  and  Communications  Associates 
1978)  concluded  that  "what  is  available  in  drug  and  alcohol  treat- 
ment is  typically  not  denied  to  women  but  is  not  specifically 
gear&d  to  their  needs." 

Based  on  recent  studies,  several  investigators  (Anderson  1980; 
Beschner  and  Thompson  1981;  Finnegan  1979;  Reed  and  Moise  1979) 
suggest  that  a  number  of  basic  services  should  be  available  to  all 
chemically  dependent  women  i~  treatment.    The  Alliance  reports 
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emphasize  that  "services  need  not  Be  provided  directly  by  a  drug 
abuse  or  alcohol  treatment  program,  but  should* at  least  be  avail- 
^able  through  referral.*'  •  « 


The  following  are  some  of  the  services  identified  by  the  Alliance: 

•  Childcare,  including  day  care,  foster  care,  and  parent  % 
training; 

•  Educational  and  vocational  programs  to  develop  job  and 
job-seeking  skills; 

Medical  services,  not  only  for  coexisting  health  problems, 
but  also  for  prevention; 

•  I*egal  services,  particularly  to  address  divorce,  family, 
and  child  custody  issues;  '  ! 

•  Mental  health  services,  including  intensive  psychotherapy, 
testing,  and  family  .therapy;  .  j 

i 

•  Housing,  emergency  shelter,  and  relocation  services } 

•  Recreation  and  leisure  activities,  including  skill  \ 
development;  and  1 


•    Financial  assistance.  , 

t 

Before  discussing  the  development  of  specific  linkages  with  com- 
munity resources,  it  is  important  to  review  other  factors  that 
must  be  considered  in  developing  referral  linkages  for  chemically 
dependent  wome'n.    He  will  review  the  potential  impact  of  these 
factors  on  the  referral  process  and  show  wfiy  it  is  important  to 
consider  them  in  network  building..  Techniques  for  addressing 
these  factors  will  be  discussed  in  later  sections  of  this  chapter. 

Levy  and  Doyle  (1977)  found  sex-related  differences  in  drug  treat- 
ment r programs  serving  male  and  female  clients.    Further,  staff 
members  justified  these  differences  on  the  basis  of  sex f role 
stereotype!:.    Among  unemployed  clients  in  their  sample,/  Edwards  • 
and  Jackson  (1975)  found  that  men  in  treatment  programs]  were 
significantly  more  likely  than  women  to  be  referred  by  /counselors 
to  job  placement  services.  '  • 

Although  training  programs  cannot  be  restricted  by  sex,  women  are 
often  steered  into  traditional  low-status,  low-paying  jobs—  , 
nurae's  aide,  tpod  service  worker,  and  other  service  occupations. 
Men  are  encouraged  to  enter  higher  status,  more  lucrative  areas, 
such  as  skilled  trades.    The  reason  for  this  discrepancy  is  more 
often  a  function  of  staff  stereotypes  and  traditional  belief  sys- 
tems than  of  overt  agency  policy. 

Some  agencies  have  policies  that  do  reflect  biases  against  women. 
Stephenson  (1977/  states  the  following: 
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Many  mental  health  theories  reinforce  cultural  assump- 
^ons  ^p\xt  women— that  woman's  prime,  if  .not  only 
role,  is  to  be  wife  "and  mother;  that  woman's  place  is 
to  nurcure  man;  that  women  in  order  to  be  considered 
mentally  healthy,,  should  be  submissive,  dependent, 
compliant,  sensitive,  emotional,  unassertive,  Healtfiy 
women  are  expected  to  be  content:  with,  or  actually 
seek  out,  a  life  of  self-sacrifice,  in  which  needs  of 
others  are  seen  as  more  important  than  their  own? 

9  s 

Stephenson  recommends  that  whei.  appropriate,  professionals  should 
help  women  see  their  difficulties  as  "stemming  from  realistic  en- 
vironmental hurdles,  rather  than  self-limitations." 

A  crucial  issue  to  be  considered  in  providing  services  to  chem-  ' 
icaliy  dependent  women,  either  directly  or  through  referral,  is 
the  relationship- between  a  woman's  childcare  responsibilities  and 
her  ability  to  participate  in  treatment.    The  WDR  project  (Reed 
and  Moise  1979)  found  that  73  percent  of  the  addicted  women 
studied  had  children.    Further,  these  women' were  more  likely  than 
the  nonaddic^ed  comparison  won>n  to  have  children  and  less  likely 
to  be  involved  in  a  supportive  relationship  in  which  childcare 
responsibilities  were  shared.    The  absence  of  childcare  is  often 
cited  as  a  primary  reason  for  the  low  retention  rate  for  women  in 
many  programs,    childcare  issues  must  be  addressed, % in  many  in- 
stances, before  other  needs  can  be  met.    Most  programs  serving 
addicted  women  find,  then,  that  initial  eftorts  must  be  directed 
toward  locating  and  developing  linkages  with  childcare  resources. 
In  chapter  10,  Blasinsky  describes  how  treatment  programs  can 
offer  quality  child  day  care  services  to  women  by  establishing 
linkages  with  public  and  private  day  care  services. 

The  chemically  dependent  woman's  need  for  childcare  services  goes 
beyond  the  need  for  physical  care  of  her^children  while  she  par- 
ticipates in  treatment  and  rehabilitation  activities.    Previous  " 
research  (Bldred  and  Washington  1976;  Ryan  i979)  has  suggested 
that  women  may  enter  treatment  because  of  concern  about  the  ef- 
fect of  their  £rug  use  on  their  children  and  a  desire  for  help 
with .parenting  skills.    Providing  training  in  parenting  skills 
may  be  a  pivotal  service  in  the  rehabilitation  process  because  it 
can  affect  a  woman's  sense  of  adequacy  and  proficiency,  which  have 
been  noted  as  deficient  in  addicted  women  <Coiten  1977).  improv- 
ing a  woman's  level  of  self-esteem  and  confidence  as  a  parent  may 
increase  the  chances  of  successful  participation  in  other  s^ill 
development  activities. 

Chapter  11,  this  volume,  describes  how  to  organize,  administer, 
and  evaluate  parenting  programs  for  chemically  dependent  women  and 
their  children.    Drug  abuse  programs  should  consider  the  needs  of 
children  of  women  in  treatment  during  the  planning  and  implemen- 
tation stages  of  network  building,    it  isSiarticularly  important 
to  understand  that  services,  regardless  of  \heir  potential  for 
helping  women,  cannot  operate  successfully  ^isolation.  Child- 
care is  one  service^that  must  be  available  tTo  facilitate  use 
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of  other  services,  which  in  turn  support  the  rehabilitation 
process*  > 

Many  experts  believe  that  treatment  for  chemical  dependency  can  be 
successful  only  when  abstinence  is  viewed  as  an  intermediate 
treatufent  goal.    In  other  words,  more  fundamental  personality  and 
lifestyle  changes  must  occur  to  insure  that  the  client  maintains 
.abstinence  and  does  not  revert  to  substance  misuse  as  a  coping 
mechanism.    Primary  stress  occurs  when  e  person  cannot  or  does  not 
feel  assured  of  his/her  ability. to  satisfy  basic  needs,  such  as 
food  and  shelter. 

Historically^  women  have  been  poorly  prepared  to  meet  basic  needs 
alone  or  to  obtain  basic  resources  necessary  for  survival.  In 
modem  society,  meeting  such  basic^ needs  depends  in  large  part  on 
the  ability  to  earn  (and/manage)  morjey.    The  average  earned  income 
of  woriten  is  only  slightly  more  than  half  that  of  men.  Regardless 
of  whether  a  woman  earns  money  or  receives  it  from  the  social 
service  dr  welfare  system*,  she  must  be  assured  that  financial 
lifelines  for  basic  survival  are  maintained.    Many  women  in  treat- 
ment have  never  learned  how  to  provide  their  own  support  or  how  to 
meet  their  needs  through  the  social  service  system.    Thus,  in 
building  a  community  resource  network,  -  it  is  necessary  to  concen- 
*  trate  first  on  services  that  meet  basic  survival  needs,  even  if 
other  services  have^sre  long-term  value  for  changing  lifestyles. 

The  treatment  program  must  assess  potential  resources  in  terms  of 
their  ability  to  address  specific  client  problems,  rather  than 
their  ability  to  provide  general  services.    Legal  services  are  an 
example  of  this  difference.    Research  has  shown  that  men  receiving 
treatment  irr  drug  programs  are  more  likely  to  have  past  and  cur- 
rent^contact  with  the  criminal  justice  system  than  are  women 
(Reed  an.d  Moise  1979) .    Chemically  dependent  women  are  less  likely 
than  men  to  be  deferred  to  treatment  by  the  courts  and  less  likely 
to  require  legal  defense  (Burt  et  al.  1979?  James  1979),  However, 
women  need  legal  se&vices  foi  protection  (i,e.,  as  victims  of 
domestic  violence  ami  civil  and  family  legal  irtatters)  more  fre- 
quently than  do  men.    As  noted  previously,  women  are  more  likely 
,  to  have  custody  of  children,  and  their  legal  needs  are  often  re- 
lated to  divorce  and  child  support.    In  establishing  linkages  with 
legal  assistance  agencies,  the  treatment  facility  must  determine  % 
which  aspects  of  legal  aid  will  support  the  client  in  obtaining  a 
greater  measure  of  self-esteem  and  independence. 

The  final  caveat  in  building  a  network  of  resources  concerns  the 
importance  of  recognizing  that  it  is  not  enough  to  delineate 
special  needs,  of  women.    Differences  among  subgroups  of  women 
also  must  be  considered.    Factors  such  as  socioeconomic  level, 
ethnicity,  race,  age,  and  sexual  preference  are  likeXy  to  indi- 
cate different  sets  of  needs  and  therefore  require  different 
service  components.    For  example,  treatmer.    progi  ams  that  serve 
ethnic  groups  understand  the  value  of  having  counselors  and  other 
staff  who  can  speak  the  clients'  native  tongue  and  who  can  identify 
with  the  cultural  context  in  which  addiction  developed  and  in  which 
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rehabilitation  amst  occur. /  Programs*  serving  special  populations 
of  women  roust  attempt  to  locate  community  nresourccs  that  are 
culturally  relevant. 

*S*UMfT»H$  AND  YermwOLMY  USED 

> 

Substance  almse  treatment  programs  exist  within  a  larger  environ- 
ment (e.g.,  communities,  counties,  states)  that  contains  an  array 
of  other  agencies,  organizations,  and  community  groups.  Many 
provide  services  and  activities  necessary  or  desirable  to  reha- 
biUtate  chemically  dependent  women.  ,in  this  chapter,  these 
services  and  activities  will  be  referred  *o  as  caanunity  resources. 
They  include  different  ^.ypes  of  training  (e.g.  ,~*ools,  vocational 
rehabilitation  programs);  spiritual,  emotional,  and  sociaj  support 
(e.g.,  churches,  social  clubs,  women's  support  grcups) ;  basic  as- 
sistance (e.g.,  hospital  emergency  rooms,  departments  of  social 
services  for  food  stamps,  emergency  housing,  public  assistance, 
and  crisis  centers);  chlldcare  services;  and  specialized  therapy 
and  counseli>g  (e.g.,  family  service  agencies,  mental  health 
centers,  rape  counseling  centers).    Although  each  agency  has 
specialized  goals  (most  Ukely  related  to  substance  abuse  treat- 
ment), it  probably  cannot  achieve  those  goals  without  establishing 
relationships  (referred  to  as  resource  exchanges)  with  other  organ- 
izations and  agencies.-  v  t 

Relationships  with  agencies  and  organizations  will «vary  in  their 
degree  of f formality.    Some  may  develop,  into  formal  contractual 
agreements  through  whi*h  outside  agencies  provide  particular 
services  to  a  certain  number  of  cixents  in  a  specified  time 
period,    other  relationsnips  might 'involve  clearly  established 
referral  mechanisms  to  facilitate  the  intake  and  recordkeeping 
procedures.    And  some  may  involve  informal  relationships  airong 
staff  members  in  different  agencies,    in  some  cases,  an  informal 
or* simple  referral  agreement  may  evolve  into  a  special  program 
sponsored  by  two  01  more  agencies.    Regardless  of  the  degree  of 
formality,  this  chapter  will  refer  to  interagency  and  inter- 
organizational  relationships  as  linkages  and  networks 

A  systems  approach  to  service  delivery  and  treatment  view?  an 
individual  or  agency  a~>  operating  within  a  larger  environment 
(system)  with  many  independent  and  interdependent  subsystems. 
Figure  1  provides  a  graphic  representation  of  this  approach. 

In,  a  systems  approach,  comprehensive  treatment  is  based  on-the 
relationships  among  subsystems  in  the  larger  environment.  Family 
relationships,  legal  problems,  relationship  to  the  workplace,  and 
friends  are  a  few  of  the  subsystems  that  must  be  considered  in 
establishing  and  implementing  a  treatment  plan.  (Traditional 
treatment,  however,  focuses  primarily  on  individual*  and  their 
-perceptions  of  and  responses  to  the  environment.) 
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FIGURE  1.  Systems  approach  to 
service  delivery  and  treatment 


DEVELOPING  AND  MAINTAINING  A  RESOURCE 
EJ&HANGE  (REFERRAL)  NETWORK 

Although  the  precise  nature  of  the  r.etwurk  and  procedures  needed 
may  difcfer  among  agencies,  the  process  of  developing  and  maintain- 
ing a  resource  exchange  or  referral  network  requires  several  common 
planning  and  implementation  steps.    These  steps  are  outlined  in 
figure  2  and  described  in  the  following  rections  of  this  chapter. 
Programs  can  use  this  outline  to  help  them  do  their  own  planning, 

STEP  1:     ASSESS  SERVICES  AND  RESOURCES  NEEDED 

Composite  Kco-Maps.  The  first  step  in  establishing  a  community 
resource  network  is  to  determine  needed  services  and  linkages. 
One  of  the  more  successful  methods  for  obtaining  these  data  is  the 
use  of  "eco-maps, "  Eco-maps  have  been  used  to  assess  human  as 
well  as  biological  and  physiological  networks,  Hartman  {1978) 
.points  out  that  human  beings  must  create  a.id  sustain  elaborate 
social,  _~£eriomic,  and  political  structures  to  meet  their  needs. 

f 

The  eco-map  provides  a  graphic  Lecture  of  an  individual's  relation- 
ships to  family  and  friends  as  well  as  to  the  structures  or  insti- 
tutions, such  as  churches,  human  service  agencies,  schools,  and 
judicial  systems,  available  v  meet  needs.    In  other  words,  eco- 
maps  provide  qualitative  and  4    ntitative  information  about  an 
individual's  human  resources.    Based  on  an  understanding  of  the 
problems  presented  by  clients,  the  eco-map  also  provides  the 
therapist  with  a  view  of  the  resources  that  have  and  have  not 
been  tapped. 

By  combining  and  analysing  the  dat^  obtained  for  a  significant 
number  of  clients,'  the  treatment  agency  can  develop  a  composite 
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Step 
Step 


1: 


2: 


Step  3: 

I 


Step  4: 


Step  5: 


Step  6 : 


Assess  services  and  resources  needed  by  the  agency  and 
its  clients. 

Assess  the  resource  capability  of  the  agency. 

A.  Identity  services  currently  being  delivered; 
assess  their  goals,  effectiveness,  priority 
within -the  agency,  and  the  amount  of  resource's 
expended  versus  benefits  received  by  cUent$. 

B.  Identify  services  that  could  be  delivered  within 
th'e  agency  and  requirements  for  effective  delivery.* 

C.  Identify  services  needed  but  not'  possible  to  de- 
liver within  the  agency. 

Evaluate  referral  versus,  in -house  delivery  of  sendees 
weighing  and  balancing  goals,  .degree  of  effectiveness,' 
and  costs  against  benefits  to  clients  and  ac *ncy 
priorities.  * 

Identify  sources  of  services  needed  by  clients  but  not 
offered  by  the  program  (community  survey). 

Assess  and  evaluate  capabilities  and  services  available 
from  appropriate  community  resources. 

3egin  development  of  resource  exchanges  with,  community 
.resources. 

FIGURE  2.     Resource  exchange  networking: 
developmental  steps  % 


eco-inap  that  will  indicate  the  linkages  established  and  tho  link- 
ages needed  by  its  client  population.    The  treatment  program  can 
then  begin  ranking  the  relative  importance  of  various  linkages  by 
analyzing  composite  data;  knowing  which  linkages  haye  high  pri- 
orfty  for  clients  >has  important  practical  value.    Establishing  a 
•  network  requires  considerable  staff  time  and  effort,    since  staff 
time  is  almost  always  liquid  m  treatment  programs,  the  most 
critical  linkages  should  be  established  first. 

Developing  an  agency  eco-map  such  as  that  sho;m  in  figure  3  is  a 
good  way  for  a  counselor  to  begin  the  process  Qf  developing  re- 
ferral networks.  F  y 

Compiling  composite  data  from  a  particular  client  population  18 
the  most  precise  way  to  determine  needed  services  and  resources 
for  that  group.    More  general  research  data  also  have  value,  how- 
ever, and  should  be  considered  by  any  program  that  is  assessing 
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f  iS'in  ^  n6edS  °f  =hemicallv  dependent  wcnen  have  been  identi- 
fied in  two  .arge-scaJe  research  efforts  The  Aliim^  im.ZTS  \ 
Research  and  Communications  Associates  191bT  en!^  National 
marized  findings  from  all  SO  States!  Dat  S  bTETw  7*1 
Drug  ^search  Project  (Reed  and  Leibson  Sff^ZS^  ' 

S  elKitevnCeaSe^n9hVar  T  M*r°'*1  °f  Wmen'  ^"erentiated 
oy  ethnicity,  geographical  location,  and  other  factors. 

The  following  service  needs  were  rated  highest  in  the  two  studies: 

•  Health  care,  with  specific  attention  to  gynecological 
problem,  venereal  disease,  birth  control,  and  abortion;  * 

•  Health  promotion  and  education; 

•  Educational  counseling; 

Vocational  training  and  job  placement; 

•  Childcare; 

•  Sex  education  and  sexuality  counseling; 

•  Rape  counseling;  * 

•  Marriage  (or  conjoint)  counseling;* 

•  Parenting  skills  training; 

•  Counseling  for  family  members; 

•  Training  to  develop  coping  and  survival  skills; 

•  Legal  assistance; 

•  Transportation; 

©  Financial  (public)  assistance;  and 

•  Housing. 

STEP  2:  ASSESSING  PROGRAM  SERVICE  RESOURCE  CAPABILITY 

UrowSleSc^LL'vf^  ne6dS'  th°  treat*ent  Warn  must  assess 
ind  11         d\llVerY  SyStem  t0  det*™"*  the  appropriateness 
and  quality  of  each  service,    it  must  also  address  the  moro  f»«H* 
mental  question*    "o  what  flVf,nf  a~  „u         *u«ess  zne  more  funda- 

'     *°  wnat  extent  do  these  services  address  th* 
needs  of  chemically  dependent  vomer?    A  treatment  proar™  must  bp 
realistic  and  objective  during  this  second  sSJ? 

^instrument  similar  to  the  on.  shown  in  figure  4  will  help  pro- 
grams  asses.,  their  service  delivery  systems  and  establish  criteria 
for  judging  the  usefulness  of  resources.  criteria 
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Type  of  service  required: 


Resources  required  to  provide  this  service  (i.e.,  equipment, 
space,  time,  consumables,  etc.):   


Specific  skills^  or  knowledge  required  to  deliver  this  service: 


General  goals  or  outcomes  anticipated  for  clients  using  this 
service*.  '  .  

If  tais*  service  has  been  provided,  have  these  goals  been  met? 


If  not,  why 'not?  m  

If  the  service  is  provided,  does  the  program  have  the  resources 
lifted  above  readily  available?   


If  the  service  is  provided,  does  the  staff  ha\e  the  skills  or 
knowledge  listed  above?  ,  


Cost  factor.? : 

c 


Budaet  items  V  Cost 


FIGURE  4.    Assessment  too"*  #2 
service  inventory 


As  ait  example  of  how  this  form  might  be  used,  we  may  suppose  that 
a  treatment  program  currently  provides  childcare  services  as  a 
response  to  clients*  needs.    At  this  point  in  the  process  of  net- 
work building,  these  services  should  be'assessed*    Using  the  form 
f.n  figure  4  above  might  provide  the  information  shown  in  figure  5. 

Figure  5  shows'that  the  goals  of  this  particular  service  are  only 
partially  met  and  that  there  are  problems  in  providing  the  service, 
namely  the  inability  of  the  program  to  offer  childcare  services  for 
clients  participating  in  treatment  activities  away  from  the  program 
site  and  the  use  of  staff  time  to  seek  donations  of  consumables: 
(In  the  next  section,  we  will  review  methods  of  comparing  costs  and 
benefits  of  different  modes  of  service  delivery.)  w 
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*ype  of  service  requires:    Childeare  while  are  in  treat. 

■SBtaetiyltlw  at  or  away  ^^e^roaram^ite  ~ 

Resources  required  to  provide  this  service:    Large  ro!,  toys, 


9:00  a.m.  to  3i30  p,mi 


Sfl^S1?  ^T^'  reqUired  to  deliver  this  service: 
■  !  5        "    -_!Ve  tfal".1"?/credentials  development 


.(minimally)  and  early  childhood  education  (preferridTT 


General  g6als  or  outcomes  anticipated  for  clients  using  this 
t^^U  Pr°gram  clients  should  be       ^ved  of  pare,t?nn  re- 
sponsibilities^ freely  oa^-ini pate  in  program  LrT?^T- 
treatment  and  rehabiJitation  activitii^T^   1 


Part^allyf^  ^  proVided<  have  these  goals  been  met? 


,      '         not?    Licensing  is  required  'or  services  provided  to 
children  when  mothers  are  not  nn-u.     ^TTTT  m6i  kitchen  fa_ 
cilitles  at  the  program  do  not  meet  licenHnTltandards 


u£l    t?1C*  "  provlded'  does  the  program  have  the  resources 

olief  f^VC  rad\lY  aVailable?  ^placement  of  consumable  sup! 
plies  (art  materials,  snacks)  depT^T^TgTTT-T-^  

contributions.  


If  tho  service  is  provided,  does  the  staff  have  the  s!  lis  or 
knowledge  listed  above?    The  budget  provides  for  a  certifC 
childeare  worker,  currently  on  staff. 


FIGURE  5.    Assessment  cool  #2 
completed  sample 


Information  such-  as  that  provided  above  should  be  obtained  .for 

Batd  oTJhL  IT'' "  1116  CUeRt  Potion  needs  asses^ent. 
Based  on  this  information,  the  treatment  program  can  objectively 
assess  its  service  delivery.    Results  of.  this  kind  of  inventory7 
"rWidL6  T  eaSily..seParated  into  categories  with  labels^uch 
>s   provided  at  program"  or  "provided  through  referral."  The 
following  method  of  categorizing  services  has  been  found  to  be 
deSry     aSSeSSi"9  the  ""iUbility  and  practicality  of  service 

•    Category  1:    Service'  that  can  and  should  be  provided  by 
the  program  (e.'g.,  family  therapy  or  counseling  at  a 
program  whose  trained  family  therapist  could  incorporate 
knowledge  of  the  client's  chemical  dependency  into  family 
.treatment) .  ,  1 
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•    Category  2:    Service  that  can  be  provided  by  the  program — 
skills  and  resources  are  available — but  would  be  more  ap- 
propriately provided  through  referral  (e.g.,  childcare, 
if  the  increased  noise  and  use  of  space  and  staff  time 
present  problems  but  the  service  is  so  important  that  it 
should  be  provided  at  the  program  if  unavailable  else- 
where).   Such  services  might  be  given  lower  priority  in 
the  actual  development  of  referral  linkages. 

. •    Category  3:    The  service  cannot  be  provided  by  the  pro- 
gram? skills  and/or  resources  are  unavailable  (e.g.,  if 
a  program  does  not  have  adequate  funding  to  obtain  the 
services  of  a  lawyer,  it  cannot  directly  provide  legal 
services  or  counseling).     (Note  that  volunteer  services, 
eve.*  if  available  at  the  program  site,  are  considered  in 
the  present  context  to  be  referral  services  because 
setting  up  volunteer  service  delivery  requires  linkages.) 

Charting  the  results  of  the  categorical  assessment  helps  to 
clarify  the  current  and  potential  service  delivery  capability  of 
a  program.    Fi^ur^  0  shows  a  possible  representational  design. 


Service  Needed 

Category  1 
Currently  Provides 

Category  2       Category  3 
Could  Provide  Cannot  Provide 

List  services 

delineated  in 

Step  1. 

FIGURE  6.  Asses 

sment  tool  #3 

Services  listed  in  category  1  would  be  those  assessed  according  to 
the  model  presented  in  assessment  tool  #2  and  found  to  be  appro- 
priate and  effective  services  as  provided* by  the  treatment 
program. 

Services  listed  in  category  2  might  include  some  services  being 
delivered  but  found,  when  assessed,  to  have  unattainable  goals  or 
to  be  ineffective  as  delivered  by  the  treatment  agency.    The  ex- 
ample of  childcare  services  cited  in  figure  5  would  be  such  a 
service.    Category  ?.  services  also  might  include  needs  expressed 
during  the  client  needs  assessment  of  step  1  of  which  the  treat- 
ment program  was  unaware  but  which  the  program  could  provide.  For 
example,  the  treatment  progiam  may  have  been  unaware  that  many 
cliti.ts  needed  uex  education,  -especially  regarding  birth  control. 
The  agency  would  have  a  choice — ask  a  staff  member  or  consultant 
to  give  lectures  and  individual  counseling  on  the  topic,  or  refer 
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Pl1^  Pa";enS^Lthi^SerViCe  t0  '  "I*"***  resou"=*  such  as 
Planned  Parenthood.    Thus,  se*  education  would  be  lis-ed  in 

^servi'rSS  iefarCinLthe  det-»inati°"  S  P™  a  " 

tne  service  will  be  discussed  under  step  3. 

The  category  3  list  would  include  all  services  needed  by  clients 
that  cannot  be  provided  by  the  treatment  programs?    For  most 

c     n^cfir',  2JVtW  would  include  foster  coffer 
tSZnL  2,i^ren«  dental  "re,  and  financial  assistance.  The 

ti:?J~  "Ssf^TwS  fTL of  nrrk  aevei°^nt- 

^  '  nwever,  willt  not  be  complete  mit-i? 

treatment  program  performs  step  3  of  the  netwL  LvX^t  ■ 


STEP  3:     EVALUATE  REFERRAL  VERSUS 
IN-HOUSE  SERVICE  DELIVERY 

'  52T  Sonnet  '""•nr  ^  ^  ^  '  St  ve- 

n°   provide        services  but  could.    To  provide 

^ip-rit ^srisrss:  - th; 

"its  ofnrl1^  8^1068  in  9enera1'    The  ^neral  costs  and 
.its  of  providing  services  within  a  treatment  program  versus  ob- 

•  out" &TSlV,"  i"tera9e"^  eXch-^es  «  Images  are 

SSdr^ixoSng1^  °UtUned  in         tabl6-Wi11  be 

The  cost/benefit  issues  in  table  1  can  be  grouped  into'  three  areas 
of  concern:    management  issues,  qualitative  anf  ^nUtaUve 
2S^KrL£UM'        Client"relatei  is-S!   Altnough  sane 
J=TfS  SStTS  £2u~  fe^L^rrour- 
ScToftSs1:  Srir^11  ^ine  -'co^Tof 

Hongofe"liS-— •'    Mana9"ient  ^sues  include  the  use  and  alloca- 

S?*2.r2rS.THT'  (fr3'  SpaCe'  Staff'  -n-ltant^  and  ' 
advisers)  in  the  planning  and  development  of  program  services 
congruent  with  program  philosophy,  policies,  and  priorities?  . 

tSStf1*?  Ll  a"  imP°rtant  Pr°9ram  resource,  and  a  management 
function  is  to  use  staff  time  in  the  most  efficient  and  effective 

Ss^erSnS8^8  Whfre  St3ff  SkillS  are  less  thL  optL  1 
(as  determined  by  comparing  actual  skills  to  those  listed  in  the 
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TABLE  1.— Cost/benefit  tat  3 


Services  Benefits  Costs 


Provided 
directly 
by 

program 


Can  directly  monitor  quality  control 

Can  provide  consistency  in  philosophy  and 
style  of  service  deliveries 

Clients  can  receive  multiple  services  in 
'one  setting 

— May  attract  more  women  into  treatment 
— Less  likely  to  lose  the  women  during 

the  referral  process 
— Services  more  accessible  with  fewer 
auxiliary  steps 


Quality  &nd  quantity  of  services  may  not  be 
adequate  given  number  of  staff  and  finan- 
cial resources 

Staff  time  spent  in  direct  service  delivery 
so  that  necessary  administrative  and  ac- 
countability tasks  get  insufficient 
priority 

Staff  bum  out  because  they  are  spread  too 
thin  and  overwork  themselves  • 

Clients  can  become  overly  dependent  on  the 
program 


Need  high  levels  of  funding  that  are  likely 
to  result  in  complicated  reporting  and  ac- 
countability requirements 


Obtained 
via 

linkages 
with  other 
programs 
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Clients  can  learn  skills  and  gain  confi- 
dence in  locating  and  obtaining  needed 
services 


Clients  can  develop  relationships  with 
sources  of  services  .hat  will  continue 
after  termination  f-*om  treatment 


Prevents  direct  quality  control  of  services 

Takes  staff  time  and  energy  to  develop  and 
maintain  linkages  m  4 

Clients  may  encounter  negative  attitudes 
in  other  settings 


\ 


•  TABLE  1.—  Cost/benefit  table— Continued 


Benefits 


— Transitibn  out  of  treatment  will  be 
less  abrupt  and  recidivism  less  likely 

Can  provide  a  wider  range  of  services  to 
clients 

In  the  procesj  of  developing  and  main- 
taining linkages,  can  educate  the  staff 
of  other  agencies  about  the  needs  of 
chemically  dependent  women 
— Increase  referral 
— Decrease  negative  stereotypes  and 
increase  agencies'  rec^ptiveness  to 
serving  chemically  dependent  women 
k    — Useful  public  relations 

— Increase  probability  of  agency 
survival 


Costs 


Clients  may  not  follow  through  on  refer  al 
and  may  not  get  services  needed 

administrative  and  coordination  tasks 
necessary  to  maintain  linkages  are  often 
perceived  to  be  less  satisfying  by  staff 
than  direct  one-to-one  client  contact 

Obtaining  followup  information  and  effec- 
tive coordination  of  service  is  more  diffi 
cult  (e.g.,  issues  of  communication,  across 
agencies) 
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service  inventory)  or  where% staff  time  is  spread  too  thin,  it  may 
be  wise  to  devote  available  time  and  energy  to  providing  a  good 
referral  system  for  clients.    Often,  when  a  treatment  program  at- 
tempts to  provide  more  services  than  are  realistic,  various  prob- 
lems emerge.    One  problem  is  staff ^burnout.    A  major  cause  of 
burnout  is  the  setting  of  unrealistic  goals  by  staff  persons  for 
themselves  and  their  clients.    Another  potential  problem  is  that 
staff  will  spend  an  increasing  portion  of  their  time  providing 
direct  services  and  neglect  other  important,  albeit  less  personally 
rewarding,  aspects  of  their  jobsc  such  as  recordkeeping  and  other 
activities  related  to  compliance  with  Federal,  State,  and  local 
funding  sources  and  regulatory  agencies. 

Another  important  management  issue  concerns  the  control  of  philos- 
ophy and  policy  governing  the  delivery  of  services.    A  benefit  ob- 
tained by  a  treatment  program  that  provid/fc;  services  directly  is  < 
that  the  program  ^-n  control  the  context/|ind  content  of  the  serv- 
icers well  as  its  relationship  tc  other  J^rviccs.    A  program  car. 
be  confident  that  its  Philosophy  is  ref lei5teo\in  services  if  those 
services  are  provided  by  staff  persons  who  are  accountable  to  and 
committed  to  the  program.    For  example,  a  treatment  program  can  be 
sure  that  vocational  counseling  is  nonsexist  in  practice  as  well 
as  in  principle  only  if  the  treatment  program  can  monitor  covert 
as  well  as  overt  policy  and  practice — something  difficult  enough 
to  do  within  the  program  and  frequently  almost  impossible  in  re- 
ferral and  interagency  relationships.    For  example,  it  is  im-  fc 
portant  to  know  whether  wosr.cn  are  steered  toward  traditional  jobs 
and  training,  even  though  an  agency's  policy  is  nonsexist:  Is 
the  resource  agency  staff  sensitive  to  the  effect  of  the  low  self- 
esteem  of  addicted  women  on  their  stated  job  preferences?  Later 
in  the  chapter  we  will  discuss  ways  that  treatment  programs  can 
build  assurances,  if  not  direct  control,  into  referral  agreements. 
At /this  stage  of  the  network  building  process  it  is  important  to 
evaluate  the  relative  importance  of  such  factors  for  ea^h  service 
needed.  ,  In  the  example  of  vocational  services  stated  above, 
philosophical  and  policy  control  might  be  deemed  important  bene- 
fits; in  the  case  of  other  services,  such  as  domestic  violence 
crisis  services,  the  question  of  philosophical  disparity  might  be 
less  important.  *  ' 

Use  of  fun,ds  is  another  management  cost/benefit  issue.    Does  the 
need  for  a  particular  service  justify  the  amount  of  money  neces- 
sary to  provide  the  service?    In  a  treatment  facility  serving 
.women  who  do  not  have  many  dependent  children,  it  does -not  make 
sense  to  pay  for  a  full-time  childcare  worker- 
Programs  must  also  determine  whether  particular  services  are  con- 
sistent with  the  goals  and  purposes  of  the  funding  source.    Using  * 
"treatment  dollars"  for  "supportive"  or  "ancillary"  services  by 
the  funding  source  could  jeopardize  future  funding  of  the  treat- 
ment prooram.    Using  childca^e  as  an  example  again,  some  funding 
sources  might  consider  the  salary  for  a  childcare  worker  paying 
.for  an  indirect  service,  inconsistent  with  the  intention  of  fund- 
ing only  direct  treatment  services.    Thus,  it  is  important  that 
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program  managers  clearly  understand  the  limitations  imposed  bv 

agency.    This- occurs  because  treatment  programs  (and  other  re- 
ferring agencies  in  general,  often  find^hat  obtaining  tZ£lk 

EitMnin  ChaAt6r*  We  Stated  that'  an  ^dividual  operates 

within  a  larger  environment  with  many  independent  and  inter- 
dependent subsystems.    Comprehens  ive  treatment  *-An  »<~<~ut-  : 
the  interdependence  of  subsystems  and  client  needs  ^itWn  tnese 
subsystems  is  recognized  and  services  are  delivered congruentlv 

•  dfe f-P^  treatment  resource  (i.e.,  the  treatment  Sram)* 
'111  iT  *T         Specific  Plap  f°r  addressing  a  specifL  neeV 

and  is  not  kept  informed  of  client  progress,  it  is  possible  thai- 
other  services  will  be  either  misdirected  or  improperly  LndJed 
Accordingly,  comm-onication  among  providers  is"  a^ornerstene  of  a 

Often,  even  if  procedures  have  been  established,  agency  staff 
members  do- not  use  them  on -a  regular  basis     Thus  "  „ 

serious  problem  in  service  deliverance 'avol^  K  ? 
the  required  service  a'  the  treatment  program.    Once \ZZ 
ever,  there  are  ways  to  avoid  or  minimLe'this  problem'- Tv^L s 

•  are  properly  developed.  This  aspect  of  network  Siding  w  11  bT 
.discussed  later  in  this  chapter.    The  disadvantages  Sated  to 

communication  when  services  are  referred  to  other  -esources  can  be 
>lJSi„d;  SfiLf  adVanta9eS  °f  f0ll0^P  and  co^unicationCan  * 

Clien_t-Related  issues.    It  is  important  also  to  asses?  the  effects 
'serveo     L  T""!  °n  the  i^ividuals  Jeinf  * 

""ccessibiStv  T  0«f^eCt18erVife8  at  the  treatment  PW- 
ta-e^e  2  J£V*  addltional  services  are  required  to  facili- 
to.e  use  of  the  primary  service.    For  ex^ple,  if  childcare  is 

Se  to  w'o-rv^L'r^6":  P"°9""  ^         Program  sJtTdoe,  not 
tho  c^i„ W°iry/^°ut  Pr°v^n<J  °i  arranging  for  transportation  for 
the  client  and  her  children  to  a  childcar*  facilicy  In  the  com- 

anTnL,  Transfrtati<?n  is  °ften  a  difficult  service  to  provide, 
and  many  examples  ~an  be  cited  in  which  available  services  were 
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not  used  by  the  client  population  because  they  were  simply  in- 
accessible.   The  more  services  available  in  one  location,  the 
easier  and  therefore  more  likely  it  is  for  a  client  to  avail  her- 
self of  these  services.    Also,  less  time  is  spent  moving  from  one 
location  to  another,  which  is  a  crucial  factor  for  working 
mothers.    Accessibility,  however,  can  also  interfere  with  clients' 
learning  to  function  independently.    Again,  careful  weighing  of 
cost/benefit  factors  is  necessary.  3 

Another  advantage  to  clients  is  familiarity  with  and  a  sense  of 
security  at  the  program.    Counselors  who  have  worked  with  chemi- 
cally dependent  women  are  aware  of  the  fact  that  many  women  have 
had  only  negative  interactions  with  community  resources  and  in 
many  cases  have  been  discouraged  rather  than  assistedl  clients 
may  be  reluctant  to  use  resources,  fearing  stigmatization  or  mis- 
treatment.   Unfortunately,  if  clients  are  protected  from  such 
possibilities  and  are  encouraged  to  rely  on^their  safe  and  com- 
» fortable  relationship  with  the  treatment  program,  they  fail  to 
improve  or  develop  important  skills  in  problem  solving  and  con- 
fronting new  situations.    The  program  and  its  staff  might  better 
*    serve  clients  by  providing  a  support  system  that  encourages  greater 
use  of  community  resources,  despite  the  ria  \s,  and  helps  clients 
cope  with  deleterious  or  painful  experiences.    Here  too,  the  ad- 
vantage of  providing  services  internally  is  counterbalanced  by  the 
clients*  growing  dependency  ongfhe  treatment  program.    If  the 
treatment  program  provides  structured  opportunities  for  clients  to 
use  community  resources,  several  aspects  of  client  growth  can  take 
place: 

•  Clients  can  gain  knowledge  of  available  community 
resources ; 

•  Clients  can  enhance  their  self-confidence  through 
successful  use  of  resources;  and  , 

•  Clients  can  learn  appropriate  behaviors  for  relating 
to  resources* 

As  clients  progress  in  treatment,  the  program  should  provide 
'  mechanisms  to  encourage  their  independence.    The  ability  to  main- 
tain abstinence  while  living  a  productive,  satisfying  life  must  be 
achieved  without  complete  dependence  on  the  program.    By  helping 
clients  become  familiar  with  resources  they  may  need  to  use  after 
treatment,  and  by  helping  them  learn  how  to  approach  and  use  thsse 
resources,  the  treatment  program  can  best  facilitate  independent 
functioning.    Of  course,  as  we  shall  see  later  in  this  chapter, 
these  benefits  can  oe  realized  only  if  the  treatment  program  ap- 
propriately structures  the  referrals. 

Networking  Benefits.    So  far  we  have  examined  management,  service, 
and  client-related  cost/benefit  issues  in  terms  of  -providing 
services  through  a  referral  approach.    Several  important  advan- 
tages, however,  that  do  not  directly  relate  to  providing  services 
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ri£w£k9&inad  frC*  develcpin9        maintaining  a  ccwaunit;  resource 


Finder  (1978)  reminds  us,  that  many  obstacles  prevent  open,  meaning- 
ful encounters  with  chemically  dependent  women.    Overcoming  th^se 
obstacles  require,  health  and  social  care  workers  to  bTSiUar 

rK  siSSUM  '°f  *"*        ^  *■«-•«*  but  a^Sh 


Serff^!hin9  Unlta9*S  Wlth  h6a-lth  Care         social  service  agen- 
SuLi  S?  c«"mnfy'  -  substance  abuse  treatment  program  can 
educate  and  sensitize  workers  to  women's  issues.    Tne  llliance 

Ss.1978)  SSfS"1?*1  ReS6arCh  and  Nations  Associ- 

»  22L        *    *  8    9eneral  lack  of  A^eness  about  the  prob-" 

fTJZT**':  an,°n9  al1  health  P~f«*ioaals.«  The 'reports  caUe^ 
;  fn^Sf  dw?1Tf,t  °f  trainin9  P^rams  for  health  care  providers 
-'^3fln^ySiCianS'  nur8es.'<=°U"3elors,  psychologists,  p^a- 

fhlt  4\Sn™1^r0m,teC!!niCianS-  ^  reP°rts  alsoPLicated 
Viat  -training  curriculums  for  health  professionals  should  include 

■  tiv^taL!hV^,Malth' nutrition' and 1-25- 

*k-fL?T^1*     addition  to  assessment  and  intervention  in 
chemical  dependency  problems.    Although  social  service  and  h^n-h 

£arLIn7id:ri  T6ar  t0  ^  CitCd  targ^for"  u  h 

alerted"  L  1      1»P?rt<u!t  to  note  that  other, groups  should  also  "be 
alerted  to  the  problems  of  women  in  general  and  chemically  de- 

^her^  f"cPart,ic^«r-    ™<*e  ^cups  inciude  the  clergy', 
teachers,  and  those  within  the  criminal  justice  system.  Training 

S^'cUaLLeVT11,fUnC^°nSi    t0  °bt*in  se-ic«s  for'ro"9* 

iSTvS    ?  ?fc    y  P0^^131  clie"ts,  and  to  sensitize 

individuals  to  women's  issues,  needs,  and  problems. 

^adf^°!Tt!  ^e  faCt  that  substance  misuse  often  goes  unde-  ' 
tected  in  traditional  agencies,  ic  has  also  been  found  that 

HZ*?*  r°^derS  °f-ten  h°ld  ^rong  opinions  about  chemically 
dependent  clients.    Too  often,  referrals  from  drug" abuse  treatment 

orollMiT  S°t:  33  "reSirable"  "  in  30Me  «ay  incapabS  of^ 
profiting  from  the  services  offered.    Many  agencies  view  the 
chemically  dependent  client  as  disruptive"  reluctant  ^reHable 
reda?!onsrSDa  C^at&  for  treatment.    By  establishing 

III ^22f  P  '  u**  Pe°ple  in  the  «™ity  resource,  programs  ' 
re^rrrprTJure?3  ^  "*  «f  °*  ~* 

Linkages  wfth  a  range  of  service  providers  can  generate  a  support 
deviant*  f!atTOnt  px^rm  which  is  important  for  the  ongoiny 
tZ«<  ™T \0i,  th°  pr°9ram-    Organizational  linkages  "can  affect 
funding  decisions,  for  example,    should  a  treatment  program  seek  a 

"irSST-lS5. Irr^  °?  ^  *  °r  «—S2  component, 

reoSreo        »fJ    T  1!tterS  °f  SUPP°rt  fr0m  the  camnunit/are 
required,  or  at  least  enhance  the  justification  for  funding,    if  a 

cies^lf??^^!  C,l0S8ly  and  Harmoniously  with  other.agen- 
cies,  it  is  lively  that  the  cconunity  will  better  understand  and 
recognize  the  need  for  the  treatment  services  provided,  other 
organizational  advantages  of  network  development  include  shared 
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use  tand,  therefore,  reduced  expense)  of>equi£ment,  consultants, 
aVid  other  resources.    As  needs  develop  withip'the  community, 
linkages  provide  the  basis  for  creating  new  .and  appropriate  models 
of  resource  exchange.    A  number  of  exchange  models  will  be  dis- 
cussed later  in  th-s  chapter. 

»  ••  % 

STEP  4:     PREPARE  COMMUNITY  RESOURCE  SURVEY 

So  far  we  have  discussed  the  first  three  ste^s  in  developing  a 
community  resource  network:     (1)  assessment  of  client  needs,- 
(2)  assessment  of  treatment  program  service  capability,  and  (3) 
,    evaluation  of  referral  versus  in-house  service  delivery.  After 
completing  steps  1  through  3,  the  treatment  program  will  nave  • 
renerated  a  list  of  services  to  be  sought  from  community  re- 
sources.   If  staff  time  is  limited,  as  it  usually  is,  the  list 
items  should  be. ranked.    High  priority  services  should  be  those 
required  by  most  clients  as  well  as  those  needed  to  meet  basic 
survival  needs.  / 

« 

/  * 

After  this  list  is  generated,  the% first  step  in  network  building 
can  begin— identifying  all  available  community  resources  for  each 
service  area.  complexity  and  difficulty  of  this  task  will 

vary  considerably  for  different  programs,  with  geographical  loca- 
tion being  a  major  factor.    A  second  factor  is  the  number  and  type 
of  problems  ercountered.     In  larg6  urban  areas,  for  example,  this 
step  is  often  time  consuming  and  complex  because  of  the  number  and 
often  specialized  nature  of  community  agencies.  .  » 

Thus,  depending  on  time  available  and  the  complexity  of  the  com- 
munity, staff  members  can  focus  on  one  or  two  needs  at  a  time  or 
can  simultaneously  gather  information  on  the  entire  list  of  serv- 
ices.    In  any  case,  all  potential  resources  must  be  identified  and 
evaluated  if  the  most  appropriate  services  are  to  be  selected; 
however,  it  is  generally  advisable  to  restrict  linkages  tb  a 
limited  number  of  resources  for  each  service  area* 

Sources  of  Community  Resource  Information,    A  variety  of  informa- 
tion sources  are  readily  available  regarding  services  and  re- 
sources in  most  communities.    Except  in  unusual  circumstances, 
treatment  programs  should  go  **o  each  available  source.    An  im- 
portant reason  for  doing  this  is  to  avoid  using  familiar  re- 
sources without  investigating  other  resources  that  may  offer  ad- 
ditional services  or  be  more  appropriate  for  certain  clients. 
Following  is  a  list  of  information  sources  that  are  accessible 
to  ttost  programs:  .  • 

Internal  staff     All  stafi.  members  should  Be  asked  to  identify  re- 
sources that  they  have  used  for  referrals  or  used  themselves.  For 
example,  women  staff  members  with  children  are  likely  to  know  about 
childcare  facilities.    In  addition,  the  board  of  directors,  ad- 
visory groups,  and  consultants ^to  the  program  should  also  be  sur- 
ve>ed.     People  are  generally  selected  for  these  roles  because  of 
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%~X<  ^°wlf^  '°f  the  community  or  .their' expertise  in  treating  / 
chemically  dependent  women.  •*    *  . 

Program  clients.  , Although  they  may  not  have  used  thV  services, 
clients  frequently  knew  about  resources  in  a  camnunity. *  if  clients 
are  involved  in  the  networking  process  early  on,  they  will  probably 
be  less  resistant  to  later  referrals.  '  >  l'roD,u,iy 

•  •  '  '  ft- 

Community  service  directories    An  effort  should  be  made  to  locate- 
ZttJSFt  c?™w«ity  service  directories.    In  many. areas,  the 

United  way  provides  a  directory  (frequently  annotated)  ofiall 
IT*?  S»^vCe  f^encies  or  all' agencies  receiving  United  Way 
f£t   ,  is generally ,?  charge  for  these  directories/' 

•  ^  y     f  P^0"381^  be«Mse  they  contain  relevant  informa- 

tion.   Labor  unions,  crisis  hotliijes,  and  consumer  groups  also 
publish  resource  directories.    Libraries  frequently  have  such  di- 
rectories as  reference  materials. 

Government  agencies.    Federal, 'state,,  and  lc-al  government,  of- 
fices responsible  for  regulating  and  licensing  particular  types  of 
facilities  can  generally  provide  lists  of  facilities,  that  meet 
regulatory  standards,    oft„g  childcare  as  an  example,  most  govern- 
mental jurisdictions  require"  that  all  day  care  and  foster  care"  1 
,  facilities  be  inspected  and  .approved.-  Names"  of -"approved  facili- 
ties are  usually  made  available  to  the  public  at  no-charge  simply' 
by  calling  or  writing <to  the  appropriate  government  office.  Al- 
though licensing  regulations  rarely  cover  all  areas  of* service  de- 
livery (in  childcare  facilities,  this  could  mean  that  physical 
aspects  of  the  facility  are  regulated,  whereas  program  content  is 
not)     licensing  agency  directories  at  least  provide  a  comprehen- 
sive list  of  facilities  that  meet  certain  minimum  standards.  ' 
Treatment  program  staff  can  choose  from  this  list  the  most 
qualified  and  appropriate  agencies  for  developing  linkages.  This 
can  be  done,  as  the  next  section- explains,  £y-  evaluating  each 
figency  m  terms  of  additional  characteristics  found  to  be  impor- 
tant to  treatment  staff  and  clients.  .  " 

Telephone  directories.    The  yellow  pages  of  local  telephone  di- 
rectories can  also  provide  listings  of  resources^  sev^al  areas,' 
including  childcare,  legal  services,  medical  services,  vocational 
training,  and  job  placement  services.    Resources  identified  in 
this  way,  however,  are  likely  to  require  thorough  investigation  " 
because  there  are  no  certifications  pr  standardized  requirements 
for  telephone  directory  listings. 

Referral  services.    Local  (county  or  State*  bar  associations  and 
medical  societies  can  provide  names  of  individual  and  agency  re- 
sources within  specific  geographical  locations.    Once  names  are 
obtained,  however,  the  treatment  staff, will  have  to  assess  such 
factors  as  attitudes  toward  women  and  substance  misuse.  Agencies 
such  as  the  Better  Business  Bureau,  other  local  business  associa- 
tions, consumer  groups,  and  professional  organizations  frequently 
compile  referral  listings.  ^duentiy 
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Women's  organizations-    Local  chapters  of  groups  such  as  the 
National  Organization  for  Women  and  jpedical,  legal,  and  other 
service  providers  with  *a  sensitivity  to  women 1  s,  needs  are  often 

,    able  to  recommend  resources  for  services  such  as  rape  .counseling  > 
and  domestic  violence  shelters.  "Further  assessment  by  the  treat- 

l&inent  program  staff  is  somewhat  easier*  for  resources  identified  in 
xSte  way,  because  only  attitudes  toward  and  knowledge  about  chemi- 
cal dependency  would  need  to  be  assessed.-  * 

-  ■     "|  * 

Substance  abuse  treatment  programs.    Other. programs  serving 
chemically  dependent  persons  in  the  area  may  have  already  estab- 
lished community  linkages  for  services.    Although  th£re  is  of ten^ a 
competitive  (and  sometimes  overtly  or  covertly  hostile)  relation- 
ship ^among  treatment  programs  as  a  result  of  differences  in  treat- 
ment philosophy,  funding  competition,  or  clie'rit  competition,  there 
is  raraly  any  realistic  benefit  to  perpetuation  of  ill  will  among 
treatment  programs.    Important  berie'fits  can  be  derived  from  co- 
operation and  shared  efforts.,  however,  particularly  in  the  area  of 
community  resource  networking/  A  coalition  of  treatment  programs 
can  often  effect  change  that  could  hot  be  accomplished,  by  a  single 
program.    Thus,  if  at  all  feasible,  a  treatment  program  should 
^     sh«re  resources  and  participate  in  network  building  with  other 
substance  abuse  programs.    The  effort  used  to  call  for  an  inter- 
agency task  force  to  assess  and  establish  linkages  with  community 
resources  migtft  be  less  than  that  needed  to  develop  a  network  and 
would  provide  the  secondary  benefit  of  a  support  system  among 
treatment  programs.  - 

STEP  5:     ASSESS  COMM'JNITY  RESOURCES      .  * 

After  all  potential  referral  sources  have  teen  identified,  the 
next  step  in  network  building  is  to  identify  resources  tbat  are 
appropriate  service  providers  for  the  client  population  and  that 
are  also  interested  in  working  .to  develop  viable  .inkages. 

To  accomplish  this  strep,  the  treatment  program  must  develop  a 
standardized  mechanism  for  assessing  and  2Valuating  resources. 
The  easiest  way  to  do  this  is  to  construct  an  assessment  instru- 
ment that  can  be  completed  for  each  possible  resource^  in  a  net- 
work.   The  form  should  be  as  brief  as  possible  yet  include  items 
about  each  aspect  of  service  delivery  relevant  to  the  treatment 
program  and  its  clients.    In  addition  to  specific  information 
about  the  services  offered,  other  important •information  includes 
admission  and  eligibility  requirements,  data  on  the  population 
sorved  by  the  resource  in  the  past  (client  profiles) ,  costs  and 
fees,  and  the  resource's  willingness  to  establish  communication 
mechanisms  with  the  treatment  program. 

Questions  on  the  assessment  form  should  be  as  objective  as  pos- 
sible.   For  example,  it  is  better  to  ask  about  the  attrition 
(dropout)  rate  for  women  served  by  an  agency  than  to  ask  i-.'  the 
agency  is  sensitive  to  women's  needs.  .The  first  question  is  less 
confrontational  and  provides  equally  useful  data  because  the 
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assumption  cap  be  made  that  a  high  attrition  rate  will  occur  if  a 
resource  or  agency  is  not  sensitive  to  women's  needs.    By  askinq 
questions  about  client  profiles,  a  program  can  assess  the'appro- 
.   priateness  of  the  resource  for  chemically  dependent  wccen.  A 
sample  form  for  community-  resource  assessment  is  shown  in 
figure  7.  ,  , 

*  H 

The  form  shown  in  figure  7  is  meant  to  serve  only  as  a  general 
model,  since  differences  in  client .demographics,  geographic  loca- 
tion, and  other  program  characteristics  would 'dictate  variations 
For  example,  questions  relating  tb  public  transportation  might 
have  little  significance  in  a  rural  community,  where  public 
t-ansportation  is  not  available  at  all. 

Before  adopting  an  instrument,  the  program  staff  should  field  test 
'  lv!  l°m°n  °ne  °LtW°  ^eiou-ces-  Preferably  resources  with  which 
the  treatment  program  has  had  some  experience,  to  determine 
whether  the  items  included  actually  produced  the  data  needed  for 
selection  of  resources. 

In  developing  and  using  assessment  instrume.iSs,  it  is  important 
to  know  which  characteristics  of  the  resources  are  critical 
variables  in  selecting  resources.    One  way  to  determine  the 
characteristics  to  look  for  in  potential  resource  agenci-s  is  to 
"        clients  iT\  vour  treattnerit  program  which  agencies'  they  have  * 
had  contact  with  and*  what -they- liked  aha"disliked  about  each. 
Some  client  populations  may  have  had  experience  in  relating  only 
to    survival  resources":-for  example,  welfare  and  emergency  medi- 
cal services.    Women  stSff  members  might,  in  such  instances,  be 
asked  to- describe  their  experiences 'with  community  resources  in  • 
terms  of  good  or  bad  aspects  of  services.  ,This  type  of  feedback 
is  important  not  only  in  selecting  /^sources  for  a  network,  but 
in  assessing  and  updating  a  cojrcaunity  resource  network. 

^After  identifying  critical  variables,  designing  an  assessment  in- 
strument, and  c  mpleting  an  objective  assessment  for  each  identi- 
fied resource  in  a  particular  service  area,  the  program  should 
evaluate  and  compare  resources  in  terms  of  their  relative  capa- 
bility ^to  deliver  services  to  the  client  population. 

Although  the  methodology  described  thus  far  appears  to  be 
straightforward,  several  problems  can,  and  often  do,  arise  in  the 
process  of  selecting  community  resources  for  linkage  development 
Some  .of  the  most  common  are  the  following; 

Unavailable  Services,    fhe  unavailability  of  particular  services 
may  surface  at# three  points:    when  information  is  being  gathered 
about  the  resources  in  a  community,  when  the  pnsite  evaluation  of 
a  resource  is  performed,  or  when  a  referral  is  made,    m  the  first 
instance,  it  becomes  apparent  that  a  needed  service  is  not  provided 
in  the  rommunity.    On  a  short-term  basis,  little  can  be  done  in 
such  cases.    As  noted  by  the  National  Polydrug  Collaborative  Proj- 
ect (wesson  et  al.  1978),  the  following  Jong-term  steps  can  be 
taken : 
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SERVICE  AREA: 


J  Facility  Information 


A/  Location 

9 

*  1.    Name  >   -    


2.  Address 

3.  Region 


4.*  Nearest  cross  streets 


5.\  Nearest  public  transportation   

6-    Telopho^e  *  

~  7  

7*  Director   

B.  Accreditation 

"1^    Licensure:  \  Type   Required? 

2.    Specify  other  accreditation,   


C.    Briefly  describe  the  appearance  of  the  facility. 


D.    List  all  available  services: 


Service  Information  -  « 

A.    Briefly  state  the  service  philosophy  of  the  agency. 


B.    Length  of\program:    Minimum   Maximum 

Fixed/Variable   


FIGURE  7.    Community  resource  assessment  form 
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*  Admission  and* Referral  Information 
A.    Describe  the  established  procedure  for  making  referrals. 


B.    Contact  person: 


Phone : 


,    C.    May  clients  be  referred  to  a  'specific  staff  person? 


D.    Carf  an  appointment  be  made  at  the  time,  of  th'e  referring 
phone  call?*   ,  «.    •  * 


E.^  What*  is  the  maximum  waiting  period  for;    •  ] 

An  intake  appointment   Program-participation   *' 

Eligibility  Reguiremefits  „  • 

s"  O  ' 

A.    Are  there  any  specific  limitations  for  service  eligibility  j 


Age 


Catchment  area 


Legal/criminal  status 
Drug  use  *  


Medical  problems 


Psychiatric  problems 


Sex/sexual  preference^ 
Educational  status 


Income  level/source  of  income 


B.    Describe  the  typical  client  profile: 

Age  Race   Sex    Socioeconomic  level 


Substance  abuse  history 
« 

Psychiatric  history   


FIGURE  7.    Community  resource  assessment  form,  continued 
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Employment  status  ,  Marital  status 

'Referral  source   [   


C.    What  percentage  of  clients  are  women? 


D.    What  is  the  attrition  rate?    All  clients   WOmen  _ 

Relationship  faith  Referring  Treatment  Program 
A.    Can  the  agency  provide  the  following,  communications? 
1.    Monthly  followup  reports  \  


2.    Communication  with  the  treatment  program  prior  to 
changes  in  the  client's  status — i.e.,  termination, 
program  completion/  secondary  referral,  etc.   


Costs  and  .Fees  v 

A.  Does  the  agency  have  fees  for  services?   1_ 

B.  If  so,  what  is  the  fee  policy  for  indigent  clients?' 


Cm.  How  are  clients  informed  of  fees  and  payments? 


D.    What  are  the  sources  of  the  agency's  funding? 


Assessment  (by  treatment  program  staff)  * 
A.   'Which  clients  are  most  likely  to  benefit  from  services? 


D.  *What  are  agency  strengths? 
C.    What  are  agency  weaknesses? 


FIGURE  7.    Community  resource  assessment  form  continued 
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^      •    Join  with  other  community  groups*  to  lobby  for  such  -> 
programs.  1  *  , 

Express  concern  about  the  absence  of  such  services  to  *' 
\  local,  State,  and  Federal  substance  abuse  funding,  co- 
■toidinating,  and  regulatory  bodies.    •  ' 

•    Consider  submitting  proposals  for  additional  funding  to 
provide  these  services  in  your  program  or  in  a  consortium 
/  of  programs. 


9    Attempt  to  create  the  services  locally,  by  changing 

eligibility  criteria  used  in  existing  programs'  or  by  en- 
couraging modification  of  existing  resources.  < 

Except  in  rural  areas,  it  is  unlikely  that  a  vital  service  or  re- 
source is  nonexistent.   .More  often,  a  service  is  "unavailable" 

'  '  Sr^i^f!ter  assfsb,ent  °£  agencies.  Although  .services  may 
be  available  in  principle,  they  are  not  easily  accessible  to  pro- 
grai^cUents.  This  may  be  because  of  insufficient  resources  to 
meet  demands,  necessitating  long  waitifng  periods  for  potential  re- 
cipients. Even  more  frustrating,  however,  is  exclusion  of  clients 
from  -resources  because  of  biases  agai..st  persons  with  histories  of 
addiction  or  against  women.. 

.  ,  f 

An  example  of  this  bias  occurred  in  a  large  metropolitan  area,  • 
noted  for  its  comprehensive  network  of  substance  abuse  and  sup- 
portive service  agencies.    Through^  Federal  .grant,  a  methadone 
program  was  established  in  a  large  general  hospital.    As  the  pro- 

,  gram  developed,0 it  became  increasingly  evident  that  within  the 
hospital  there  was. strong  resistance  to  providing  necessary  sup- 
portive services  to  clients  in  the  methadone  program.    Women  in 
the  program  seemed'-particularly  affected  by  the  hospital  policy, 
since  the  women  in  treatment  tended  to. have  a  greater  array  of 
■  problems,  particularly  medical  problems. 

What  can  be  done  when  there  is  evidence"  that  an  agency  has  a  bias 
against  women  or  chemically  dependent  clients?    If  alternative 
resources  offering  comparable  services  are  available,  it  is  pos- 
sible to  simply  avoid  including  the  offending  agency  in  a  re- 
ferral network.  -When  alternatives  are  not  available,  one  option 
is  to  offer  training  to  the  agency  to  facilitate  changes  in  values 
and  attitudes.    If  the  resource  agency  is  unwilling  to  accept 
training,  then  the  treatment  program  must  revert  to  using  the 
options  noted  above..     In  -cases  where  bias  makes  services  unavail- 
able, the  treatment  program  should  strongly  voice  concerns  to  ap- 
propriate funding  and  regulatory  agencies. 

Even  in  agencies  where  policy  does  not  reflect  these  biases/  the 
program  should  assess  practices  of  the  community  resource.  One 
way  to  do  this  -is  to  request  information  regarding  outcomes  of 
previous  clients  at  the  agency,    m  the  case  of  vocational  reha- 
bilitation services,  for  example,  the  treatment8  program  should 
^request  data  regarding  specific  jobs  and  training  offered  to 
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female  clients  seen  during  the  preceding  yoar.    This  information 
should  tell  the  treatment  sta^f  whether  the  community  *  resource's 
policies  land  practices #are  consistent.    If  a  disparity  is  found, 
training  should  be  offered  to  agency  personnel.    Finding  bias  in 
practices  should  be  seen  not  as  a  barrier  but  as  a  potentially 
correctable  weakness.    Further,  training  offered  and  accepted 
will  not  only  improve  the  resource  but  will  make  the  agency  more 
responsive  to  the  needs  of  women  cliants  in  general.  (Training 
goals  and  methods  will  be  discussed  later  in  .this  chapter.) 

The  evaluation  of  community  resources  is  a  critical  step  in  de- 
veloping a  resource  exchange  network.     If  an  agency's  drervice 
capabilities  and  its  willingness  to  provide  referral  services  are 
not  carefully  and  accurately  assessed,  referrals  will  be  haphazard 
and  of  poor  quality. 

STEP  6:     DEVELOP  EXCHANGE  RELATIONSHIPS 

The  final  step  in  the  process  of  developing  linkages  for  chemi- 
cally dependent  women  is  to  develop  resource  exchange  relation- 
ships with  Community  resources  selected  using  earlier  steps  in 
th^  process.  m  f 

Communication  and  Information  Exchange.    The  most  important  ele- 
ments in  interagency  relationships  are  good  communication  and  in- 
formation exchange.    Communication  must  be  clear  in  the  following 
areas: 

Expectations  of  the  treatment 'program.    The  treatment  program 
should  clearly  understand  the  nature  and  magnitude  of  services, 
eligibility  requirements,  and  client  outcome  goals  at  "each  re- 
source and  should  not  expect  a  resource  to  deviate  from  those 
services,  requirements,  or  goals.    As  an  exchange  relationship 
develops,  treatment  program  input,  consultation,  and  training  may 
influence  a  resource  to  change  an,y  one  of  the£e  aspects  of  service 
delivery.    At  any  point,  treatment  program  expectations  must  be 
based  on  what  is  available  at  that  "time.    It  is,  in  other  words, 
important  to  differentiate  between  current  realistic  expectations 
and  strategies  for  change. 

Referral  information.    The  treatment  program  must  consistently 
provide  the  commtmity  resource  with  whatever  information  the  re- 
source requires  for  admission  and  adequate  service  provision. 
Honesty  is  critic^E^fpr  establishing  and  maintaining  referral  re- 
lationships.   Attempting  to  fool  a  resource  agency  about  a  cli- 
ent's qualifications  or  problems  may  destroy  the  relationship. 
Further,  by  being  honest  about  clients'  status  and  referring  only 
appropriate  clients  for  services,  the  treatment  program  can  help 
change  negative  stereotypes  of  the  client  population. 

Of  course,  client  information  can  be  shared  with  community  re- 
sources only  with  the  informed  consent  of  the  client.    The  client 
should  be  aware  of  the  type  of  information  to  be  disclosed,  the 
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reason  for  its  disclosure,  and  the  agency  receiving  the 
information.  '  .  ' 

Client  followup.    This  is  often  thought  *b  be  the  most  critical 
determinant  of  the  effectiveness  of  referral  services.    The  treat- 
ment program  must  ta*e  responsibility  for  coordinating  services, 
maintaining,  continuity  of  care,  an*'  resolving  problems  that  arise 
in  the  referral  process  or  during  utilization  ,>f  referral  serv-  '  * 
ices     Arrangements  with  resource  agencies  for  followup  must  be 
clearly  understood  and  mutually  accepted.  /  y 

several  mechanisms  are  available  for  followup.    Depending  on  the 
nature  of  the  referral  service  and  the  agreement  with  the  com-  ' 
munity  resourge,  one  or  more  mechanisms  might  be  used.'  , 

1.    Case  conferences.    Face-to-face  conferences  between  ' 
treatment  program  staff  and  community  resource  staff 
provide  an  opportunity  to  discuss  problems  with  specific 
clients,  possible  corrective  responses,  and  interagency 
problems  or  policy  issues  £hat  surface  as  a  result  of 
interaction  regarding  a  specific  client.    Case  confer-    '  4 
ences^  however,  are  the  most  time-consuming  .way  to  ob- 
tain feedback  and  should  Be  used  only  when  necessary. 
Conferences  are  useful,  when  the  treatment  plan  is  com- 
plex and  multiple  agencies  are  involved.    A  case  con- 
ference can  eliminate^  resolve  conflicting  demands  or 
requirements  for  the  client,  in  addition  to  allowing  for 
an  exchange  pf  information  about*  the  client  and  her 
needs;  this  can  facilitate  a  cooperative  relationship 
among  the  agencies  involved.  *Case  conferences  are  also 
helpful  when  the  client  has  problems  in  using  the  re- 
ferral services.    Again,  sharing  information  can  help 
pinpoint  the*  cause  of  the  problem—for- example,  in- 
appropriate referral,  lack  of  client  motivation  or 
readiness,  and  overt  or  covert  negative  resource  atti- 
tudes toward  the  client— and  can  usa  the  group  process 
to  decide  on  corrective  actions. 

On  an  organizational  level,  staff  interaction  during 
case  conferences  can  promote  better  understanding  of 
other  agency  roles  and,  strengthen  organizational  sup- 
port systems. 

2.    Followup  forms.    Written  followup  information  is  gen- 
erally a quick  way  to  obtain  feedback  about  client  par- 
ticipate in  referral  resource  activities.    These  forms 
also-provide  records  of  client  involvement  in  activities 
and  services  called  for  in  treatment  plans.  Generally, 
when  the  treatment  program  wants  written  followup  com- 
munication, it  should  provide  the  community  resources 
with  a  clear  rationale  for  the  importance  -to  li>th  agen- 
cies as  well  as  a  simple,  short  format  for  providing 
information.    Almost  without  exception,  staff  members 
in  service  agencies  fael.  overburdened  with  paperwork 
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and  resent  any  additional  reporting  or  recordkeeping.  To 
obtain  the  cooperation  of  resource  agency  staff  in  pro- 
viding the  necessary  information,  the  treatment  program 
must  assure  resource  staff  that  treatment  staff  will  use 
the  information  for  problem  resolution  and  case  manage-  • 
ment.    Keep  in  mind  that  we  are  discussing  resource 
exchange  relationships,  and  exchange  indicates  that  each 
party  will  provide  something  to  the  other  party.    If  the 
resource  provides  services  and  information,  the  treatment 
program  must  provide  a  response  to  that  service  or 
information. 

The  form  shown  in  figure  8  is  a  model  /or  a  followup  form  , 
that  might  be  provided  to  resource  agency  staff.  A 
checklist  rather  than  a  narrative  report  is  generally 
preferable,  for  two  reasons.    First,  it  reduces  the  time 
needed  by  resource  staff  to  provide  the  necessary  infor- 
mation, and,  second,  it  provides  consistent  information 
which  can  be  used  for  comparison  and  evaluation,  * 


Client  name  or  ID#        ;   Period  covered  by  form 

Referral  -agency   t  Contact  person   

Attendance/participation:      *  , 

  Excellent  • 

  Good  y 

 Needs  improvement  *  t 

  Poor  ,  , 

 No^participation,  * 

Progress*. 

Poor    1      2      3-4      5     Excellent  (Circle  one) 

Recommendations:         *  ■ 

  Continue  with  present  plan 

Motivate  for  participation 

Needs  additional  services  (specify)   

  Terminated  for  lack  of  interest  . 

germinated — inappropriate  referral 
 Other  (specify)   |   


Comments 


FJGURE  8,    Client  referral  follovup  form 

N   


The  treatment  program  and  the  referral  resource  should 
agree  on  the  frequency  of  followup  reports.    Factors  in- 
fluencing this  decision  include  projected  period  of  cli- 
ent involvement  with  the  resource,  possibility  of  im- 
mediate ".isis  intervention  by  treatment  staff,  and 
relationship  of  the  service  to  other  components  of  the 
treatment  plan  (i.e.,  is  the  service  needed  to  fa'ciU-  ' 
tate  or  provide  eligibility  for  other  services')  In 
general; -monthly  followup  reports  are  adequate  from  re-  ' 
sources  providing  relatively  long-term  services;  special 
reports  can  be  made  if  a  problem  occurs  tha*  requires 
immediate  action  by  treatment  staff. 

-    The  treatment  program  also  must  agree  to  provide  the  re- 
source with  any  fee^fcack  information -requested  („ith 
client  consent,  of  course) ,  keeping  i>,  mind  that  only 
the  original  treatment  program  is  in  a  position  to 
•    coordinate  and,  wheh  necessary,  relate  information  from 
one  referral  resource  to  another.    For  sample,  if  a 
client  is  sent  concurrently  for  medical  treatment  and 
vocational,  rehabilitation  and  is  found  to  have  a  medical 
condition  that  limits  her  ability  to  perform  certain  v  ■ 
types  of  work,  the  treatment  program  must  make  sure  that 
the  vocational  rehabilitation  agency  is  aware  of  these 
limitations. 

3.     Relationships  with  contact  persons.     Regardless  of 

whether  information  is  communicated  in  case  conferences 
written  followup  reports,  or  by  informal  telephone 
contact,  a  keV/ ingredient  in  good  resource  exchange  re- 
lationships iS,*erson-to-person  rapport  with  -Someone  . 
within  the  community  resource.,  The  contact  person  dr 
.      persons. should  be  identified  to  treatment  program  staff, 
.and  all  treatment  staff  involved  in  the  referral  process 
should  get  to  know  the  person  or  persons  individually 
The  contact  relationship  n&y  be  based  on  a  formal  rela- 
tionship  established  administratively ,  or  it  may  develop 
'    r-        °f,°Lan  lnfonaal  "pport  or  friendship  between  members 
of  both  staffs,    m  either  case,  a  good  relationship  is  ' 
•     of  great  value  to  the  communication-  process. 

Treatment  Program  Recordkeeping.    AnotHer  factor  affecting  the 
quality  or  referral  relationships  and  therefore  the  effectiveness 
of  referral  services  is  the  quality  of  the  recordkeeping  at!  the 
treatment  program,  * 

Saw?^nPJr"    Alt^"9h  thS  drVelop«entof  treatment  plans  iS 
not  within  tKe  scope  of  this  chapter,  the  use  of  referral  re- 
sources  is  determined  by  each.clieriVs  treatment  plan,    if  treat- 
ment plans  are  careful ly.  developed,  the  information  needed  by  the 
community  resource  should  be  readily  available.    Also,  a  good 

UTT-^T  aV°ld  c°"flictin*  referrals  by  cieari?  stating 

which  facilitating  or  prerequisite  resources  must  be  obtained  .„ 
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proper  sequence.    It  will  be  clear  that  referrals  are  time- 
appropriate  as  well  as  need-appropriate.    The  term  "time- 
appropriate,,  is  used  to  indicate  that  although  a  client  may  have  a 
'particular  need,  providing  the  resources  to  address  that  need  may 
be  useless  unless  other  needs  have  been  addressed  first.    If  a 
client  is  unable,  for  example,  to  interact  with  people  because  of 
embarrassment  and  a  poor  self-image  as  a  result  of  severe  and  dis- 
figuring dental  problems,  referring  her  to  a  job  placement  agency 
before  obtaining  dental  services  would  probably  not  have  a  success- 
ful outcome. 

Referral  records.    For  several  reasons,  it  is  important  to  keep 
records  of  each  referral  for  each  client.    The  first  reason  is  to 
record  progress  in  meeting  the  client's  needs.    The  second  reason 
is  for  ongoing  assessment  of  community  resources  and  the  referral 
process  itself.    By  compiling  data  from  referral  records,  the 
treatment  program  can  assess  its  own  ability  to  select  and  use  re- 
ferral resources,  as  well  as  note  the  problems  encountered  with 
the  resources.    One  such  form  was  desifcpied  by  Women's  Center,  an 
outpatient  treatment  program  for  chemically  dependent  women  in 
Detroit.    A  form  derived  from  the  Women's  Center  form  is  shown  in 
figure  9. 

Composite  data  from  a  form  such  as  the  one  shown  provide  informa- 
tion needed  to  evaluate  the  effectiveness  of  referrals.    The  indi- 

t  vidual  form,  for  a  client  provides  data*  for  changing  a  treatment^ 
plan  or  resolving  referral  problems.    The  treatment  program  staff 
should  complete  a  referral  form  for  each  referral  after  the  initial 
referral  appointment  and  again  when  services  are  completed  or  dijs- 

*  continued  for  any  reason. 


APPROACHING  COMMUNITY  RESOURCES 

To  avoid  unsuccessful  exchanges,  the  treatment  program  must  clearly* 
understand  the  importance  of  communication,  information  exchanges, 
and  recordkeeping  before  approaching  community  resources.  Once 
treatment  staff  have  proceeded  tQ  this  point,  they  should  approach 
community  resources. 

*  ?     ■  ' 

In  most  cases,  the  treatment  program  director  or  administrator 
should  make  the  initial  contact  with  a  community  resource  to  es- 
tablish an  interagency  exchange.    The^ treatment  program  director 
should  meet  with  the  community  resource  director  or  his  or  her 
designee  to  discuss  ways  that  the  agencies  can  work  cooperatively. 
Tne  meeting  should  be  between  directors  because  referral  Vfree- 
ments  involve  policy-level  decisions  that  cannot  be  made  by"^taff 
persons.     (Only  inroxmal  referral  agreements  can  be  made  witho 
policy  decisions,  and  the  benefits  and  costs  of  this  type  of  ar-"* 
rangement   *ill  be  discussed  in  the  following  section^,)    It  is  im- 
portant' to  approach  the  resources  to  discus  exchanges ,  rather 
than  merely  to  request  services,  so  that  J>_Lh  agencies  see  some 
benefits  in  arjt  exchange  agreement.  w 
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REFERRAL 

•Client  name  or  ID# 
Referring  staff 
Referral  agency  * 
Address 


A. 

'B. 

c. 

D. 
E. 

G. 

H. 


Telephone 


Contact  person 


Date  of  referral   

/patje-  of  appointment 
Referral  type: 

 Clothing      ,   Education 

 1_  Financial   Housing 

 Dental   Childcare 

  Social*  service  (specify  type) 

 0£her  (specify)  \ 


Vocational 
Medical 
Mental  health 


II."  OUTCOME 


A, 


r 


Client  did  not  receive  service  because  (check. all 
appropriate) : 

  Client  difi  not  keep  appointment 

  Client  was  late  for  appointment 

* 

 Client 'did  not  meet  eligibility  requirements 

(specify)   


  Client  declined  further  services 

t  * 

  Referral  agency  inappropriate -for  services  needed 

  Other  (specify)  • 


B. 


III. 


CJLient  received  service:    *  .  f 

  Requires  no  further7  service  . 

  Requires  further  service,  same  agency 

S       Requires  further  service,  different  agency 

"COMMENTS  . 


FIGURE  9.    Client  referral  form 
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Lauffer  et  al.  (1977)  point  out  tha£  developing  relationships 
among  elements  (i.e.,  community  resources)  in  the  environment  in- 
volves consideration  of  the  types  of  influence  desired  by  the  par- 
ticipating resources,  or  elements.    Power^may  be  aefined  as  the 
ability  % to  exert  influence.    Thus,  if  a  treatment  program  wants  to 
exert  influence  (e.g./  convince  the  resource  to  provide  servifces) , 
it  must  examine  its  power.    Individuals  and  agencies  all  possess 
and  use  power  of  one  type  or  another.    The  kind  of  power  most 
likely  to  be  used  by  a  treatment  program  is  "reward  power,"  de- 
scribed by  Lauffer  et  al.  as  "the  ability  to  make  someone  feel 
good  because  you  can  give  them  something  for  something  they  have 
done.    Good  publicity,  letters  of  thanks,  referrals,  volunteer 
help  are  all  examples  of  potential  reward  power." 

Remember  that  we  have  beer,  discussing  exchange  relationships.  The 
treatment  program  can  give  the  resource  something  (referrals,  con- 
sultations, training)  for  something  they  have  done  (made  services- 
available)  .    This"  is  the  power  tield  by  the  treatment  program.  The 
"reward"  will  be  different  for  different  resources.    By  assessing 
resources,  the  treatment  program  should  be  able  to  determine  the 
reward  it  can  offer  for  services  from  that  resource.    For  example , 
some  agencies  must  provide  services  to 'a  specified  number  of  cli- 
ents within  a  certain  period  in  order  to  continue  receiving  fund- 
ing.   The  treatment  program  has  reward  power  if  .it  can  assure  the 
agency  of  referrals  that  will  help  meet  its  required  client  popula- 
tion goal.    In  6ther  cases,  agencies  are  reimbursed  for  services 
delivered.    If  an  insufficient  number  of  clients  request  services, 
the  agency  may  not  receive  enough  funding  to  continue  operation. 
Again,  if  the  treatment  program  can  provide  clients  'for  the  com- 
munity resource,  the  resource  can  maintain  a  funding  base.  Other 
agencies  might^Tiave  runding  requirements  to  serve  particular  pop- 
ulations but  lack  the  expertise  to  provide  adequate  services'.  In 
these  instances,  the  trea'tment  program  might  provide  a  reward  in 
"the  form  of  training  or  consultation.    Despite  the  nature  of  the 
reward,  community  resources  should  be  approached  on  the  basis  of 
mutual  benefit. 

v  < 

TYPES  OF  REFERRAL  AGREEMENTS 

Depending  on  the  needs  of  both  the  treatment  program  and  the  com- 
munity resource,  and  on  the  power  relationship  between  them, 'dif- 
ferent kinds  of  agreements  may  be  reached.    Table^2  outlines  the 
various  agreements  and  the  costs  and  benefits  of  each. 

t 

For  high-priority  services  or  services  that  are  difficult  to  ob- 
tain, the  treatment  program  ma"  choose  to  enter  into  a  contractual 
arrangement  to  assure  the  availability  of  services  when  needed. 
For  services  not  frequently  needed,  a  formal  or  informal  referral 
agreement  is  probably  more  appropriate.    A  referral  agreement  also 
works  well  when  competition  exists  among  community  resources  pro- 
viding the  same  service.    In  these  cases,  tohe  resources  are  likely 
to  comply  with  treatment  program  needs  without  a  contract  so  that 
they  can  obtain  more  referrals.    In  other  words,  when  service 
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^ TABLE* 2.  — Types  of  agreements:    cost/benefit  table 


Agreement  "  Benefits 


Contractual 
arrangement 

- 

9 

Assurance  of  service  provision  V 

„  i 
*  Followup  and  feedback  mechanism3  can 
M  be  part  of  contract 

Staff  time  conserved  in  seeking 
resources 

Loss  of  autonomy  in  contract  assur- 
ances (e.g.,  may  agree  to  refer jail 
clients  with  a  specific  need  to  one 
resource) 

Difficult  to  change  relationship  if 
needs  change  or  problems  develop 
• 

May  be  "locked  into"  provider. 

Jointly 
sponsored 
program 
(coalition) 

Assurance  of  service  provision 

Shared  .control  of  services,  eligibility 
requirements,  policy,  etc. 

FoIIowud  easi'&r  tn  nhi-sHn  * 

Loss  of  autonomy — both  agencies  must 
accept  compromise 

Use  of  treatment  staff  time  to  de- 
velop service  program 

i 

x  * 

May  require  use  of  other  resources 

J 

Formal  referral  * 
agreement 

Not  "locked  into"  one  provider 
Greater  flexibilty  in  referral  choices 

Less  assurance  of  service  provision* 
(more  'competition) 

May  not B have  control  over  followup, 
feedback 

Informal 
referral 
agreement* 

No  formal  commitment  to. service 
provider--maximum  flexibility 

Easy  t;o  stop  referrals  in  services  that 
are  inadequate 

No  assurance  of  service  provision   *  J 
No  ^assurance  of  followup  or  feedback*  \ 

o 
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*     providers  compete  for  clients,  the  treatment  program  controlling 
the  referrals  has  the  greatest  amount  of  power  and  can  give  up  the 
least  autonomy..  Of  course,  th.e  opposite  situation,  is  also  true. 
When  the  Remand  for  a  particular ^service  is  greater  than  its  avail 
ability,  the  treatment  program  has  the  least  power  and  should  at- m 
tempt  to  assure  the  availability  of  services,  even  if  autonomy  is" 
lost.    Jointly  sponsored  programs  require  the  greatest  amount  of 
treatment  staff  time  and  effort,  and  in  some  cases  treatment  pro- 
gram financial  resources,  and  are  best  used  when  the  program  must 
provide  unavailable  services.  % 

Initially^  programs  should  select  a  limited,  number  of  resources  to 
be  used  for  referral  in  any  service  area.    If  a.  program  uses  too 
many  resources,  it  is  unlikely  that  a  sizable  number  of  clients 
would  be  referred  to  an y* one  resource.    Unless  a  resource  feels 
that  it  will 'receive  enough  referrals,  it  may  be  reluctant  to  com- 
mit to  an  exchange  relationship.    Furthermore,  the  treatment  pro- 
gram will  find  it  difficult  zo  formalize  referral  followup  and 
feedback  procedures  as  well  as  to  continue  ongoing  evaluation  of 
resources.    When  needs  change  or  resources  are  inadequate,  new  ex- 
change relationships  can  be)  developed* 


INTERAGENCY^TRAINING 

In  the  discussion  of  advantages  of  resource  linkages,  it  was  noted 
that  networking  provides  an  opportunity  to  train  and  sensitize    ' , 
other  community  resources  to  the  needs  of  chemically  dependent 
women,  particularly  in  agencies  whose  formal  policy  reflects  .theo- 
retical bias  against  women  and  substance  abusers '.    Further,  health 
and  social  service  care  providers  are  often  unaware  of  symptoms 
and  indicators  of  substance  abuse  aiyi  dependency  among  women. 
Training  by, the  treatment  agency  provides  an  opportunity  to  sensi- 
$'     tize  the  resource  agency  staff  to  the  need  to  refer  their  primary 
clients  to  treatment  for  chemical  dependency  if  indicated.  Re- 
source agency  staff  should  be  trained  to  look  for  symptoms  such  as 
*the  following:  ?  — 

Frequent  mood  swings; 

9    Drowsiness,  inability  to  concentrate  or  focus  attention? 

» 

•  Complaints  about  gynecological  problems,  particularly 
menstrual  dysfunction; 

•  Unstable  marital  or  conjoint  relationships; 

•  Problems  with  their  children; 

•  AsociaL  behavior; 

.  •   Frequent  absenteeism,  if  employed  or  in  school?  or 

•  Erratic  chiidrearing  practices. 
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» 

This  list  of  symptoms  i»s  not  exhaustive  but  is  provided  to  help 
treatment  staff  develop  an  idea  of  the  level '/at  which  training 
must  bs  initiated.  * 

' c 

The  treatment  program,  then,  may*  find  it  necessary  to  present 
theoretical  alternatives  to  agencies  in  addition  to  education  re- 
garding substance  abuse  and  chemical  dependency.    This  kind  of 
training  is  difficult  but  is  an  important  component  of  resqurce 
exchange  networks.    The  task  can  be  made  easier  by  using  available 
training  materials,  such  as  the  National  Drug  Abuse. Center 's  course 
designed  to  help  people  improve  the  services  they  provide  to  chemi- 
cally dependent  women.    The  course  is  titled  ,?Women  in  Treatment, 
issues  and  Approaches"  and  covers  areas  such  as  attitudes  toward 
women,  characteristics  of  addicted  women, .and  effective  treatment 
,  methodologies  for  women.    Although  the  course  is  designed  to  run 
for  5  days*,  selected  portions  can  be  presented  in  shorter  training 
sessions.    The  course  can  h*  purchased  fcr  a  minimal  cost  from  the 
National  Drug  Abuse  Center,  Box  398,  McLean,  Va.  22101. 

PREPARING  CLIENTS  ' FOR  REFERRAL 

> 

An  earlier  section  discussed  advantages  of  community  linkages,  in- 
cluding development  of  client  independence  from'  the  treatment  pro- 
gram.   Clients  must  be  prepared  and  trained,  however,  to  use  com- 
munity resources  effectively.    Training  should  include  ways  of 
locating  services  and  advice  on  usirig  those  services.    Sprite  methods 
that  might  be  used  for  client  training  include  didactic  lecture, 
role  playing,  team  or  buddy  systems,  and  "advocate  apprenticeship." 

Role  playing,  or  behavior  rehearsal,  is  a  technique  that  requires 
.  individuals  to  act  out  relevant  interpersonal  interactions.  A 
client  is  asked  to  pretend «to  be  in  an  interpersonal  situation  > 
involving  a.  resource  person;  another  client  or  staff  person  plays 
the  part  of  the  resource  person.    If  £he  client's  interaction  with 
the  resource  person  is  inadequate  or  inappropriate,  the  staff  per- 
son takes  corrective  actipn.    Continued  role  playing  will  help  the 
client  learn  and  feel  comfortable  with  new,  more  appropriate  be- 
haviors.   Role  playing  can  be  used  to  help  clients  learn  skills 
that  will  be  helpful  both  in  using  referral  resources  and  in  lo- 
cating and  using  resources  after  leaving  the  treatment  program. 
Role  playing  can  develop:  ' 

•  'Interviewee  skills— how  to  explain  needs  and  reques£  " 

services;  and  „ 

•  Information-gathering  skills— how  to  ask  the  right  ques- 
tions about  services  offered,  eligibility  requirements, 
transportation  possibilities,  and  other  needed  facts. 

Modeling  is  a  technique  in  which  the  client  is  exposed  to  one  or 
more  individuals  (staff  members  or  more -advanced  clients)  who 
demonstrate  behaviors  to  be  adopted  by  the  client.  Treatment 
staff  can  model  the  appropriate  behaviors,  for. example,  in   .  ' 
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advocate  or  facilitator  roles. *  The  staff  member  might  accompany  a 
client  to  one  or  several  community  resources  to  facilitate  the  re- 
fer rarS  instructing  the  client  to  watch  the  staff  person's  behavior. 
Later,  the  client  could  practice^  the  appropriate  behaviors  in  role 
playing  sessions  and  eventually  facilitate  her  own  referrals  or 
those  of  another,  less  experienced  client.    This  process  describes  * 
an  "advocate  apprenticeship/'  wherein  the  client  learns  newfbe- 
haviors  by  "being  apprencticed  to"  an  individual  already  possess- 
ing the  skills.  x 

Didactic  lectures  are  most  suitable  for  helping  clients  learn 
skills  that  do  not  require  interpersonal  interaction.    This  method 
is  useful  for  teaching  clients  how  to  dress  appropriately  for  difr 
ferent  activities,  how  to  use  resource  directories,  and  how  to  as- 
sess the  appropriateness  of  services. 

DEVELOPING  A  RESOURCE  DIRECTORY 

Once  the  process  of  developing  resource  exchange  relationships  has 
sbeen  completed  and  staff  and  clients  are  prepared  to  implement  re- 
ferrals,, the  program  should  be  sure  that  information  about  the 
various  community  resources  is  readily  available.    R  levant  infor- 
mation from  the  community  resource  assessment  form  (figure  7) 
should  be  compiled  by  service  category  (e.g.,  childcare,  voca- 
tional rehabilitation,  domestifc  violence)  in  a  community  resource 
directory.         , *  - % 

The.  directory  .should  provide  program  staff  and  clients  with  the 
following  kinds  of  information: 

•  Agencies  available  for  specific  services; 

•  Eligibility  requirements  for  each  agency; 
0.        •    Specific  services  the  agency  provides;  ' 

-  •    Profile  of  the  typical  client  served  by  the  agency;  arid 

9 

•  Treatment  program  clients  most  likely  to  benefit  from  the 
services. 

The  directory  should  be'  updated  as  new  linkages  develop  and  old  %  < 
relationships  change.  .  '  .  % 

»  / 

STAFF  ROLES  AND  ^0P£LS       ,  .  *  ' 

Having  discussed  ways  to  identify  appropriate" community  resources 
and  the  components  of  effective  resource  exchange  relationships,  , 
we  now  need  to  look  at  persons  responsible  within  the  treatment 
program  for  network  .development  and  referral  implementation.  Re- 
source exchange  relationships  may  be  developed  through  a  collective 
staff  effort,  by  a  staff  person  serving  as  a  community  resource 
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liaison  for  all  services,,  or  by  one  or  more  3taff  persons  with  ex- 
pertise in  one  oiV  more,  service  areas  who  .serve  as  referral/ 
resource  specialists  for  a  particular  service  area.  Various 
staffing  patterns  are  also  possible  for  implementing  referrals  by 
using  primary  counselors,  a  community  resource  liaison,  or 
referral/resource  specialists.    The  possible  patterns  are  out- 
lined in-  table  3. 


TABLE  3.— Treatment  program  staff  patterns: 
referral  linkages 


Model 

Network  Development 
Responsibility 

Referral  Responsibility 

A 

Community'  resource  liaison 

y 

Community'  resource 
liaison 

•  0 

B 

Primary  counselors  (admin- 
istrative coordinator)^' 

Primary  counselors 
•  (administrative 
•  5  coordinator) 

a 

c 

Community  resource  liaison 

Referral/resource 
specialist 

D 

Community  resource  liaison 

K  • 

Primary  counselors 

E 

Primary  counselors 

Re  f  erra 1 /resource 
-  specialist 

0 

F  * 

Referral/resource 
specialist 

Referral/resource 
specialist 

G 

Referral/resource 
specialist 

& 

Primary  counselors 

>A* community  resource  liaison  may  be  defined  as  a  person  respon- 
sible for  understanding,  developing,  and  using  the  network 
process,  whereas  a  referral  resource  specialist  would  have  ex- 
pertise in  the  referral  process  and  resource  content  for  a  spe- 
cific service  area.    Primary  counselors  may  also  serve  as  spe- 
cialists for  a  referral  area. 

In  selecting  a  staffing  pattern  for  network  development  and  re,-  . 
ferrorl  implementation,  program  staff  should  consider  the  follow- 
ing questions: 
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•  Does  the  size  (i.e.,  number  of  treatment  slots)  and  budget 
of  the  treatment  program  warrant  a  staff  designation  as 
liaison  or  specialist?    The  larger  the  program,  the  greater 
the  need  for  a  liaison  person  or  coordinator  because  com- 
munication within  the  program  is  more  likely  to  break  down, 
as  the  size  of  the  staff  increases m\  Also,  the  program  is 

<         Q  more  .likely  to  select  formal  rather. than  informal  referral 
agreements,  and  the  process  needs  to  £>e  structured  so  that 
the  resource  is  not  confvsed  by  different  messages  from 
different  treatment  program  staff  persons.    In  aKL  but  the 
smallest  treatment  programs,  therefore,  even  if  all  primary 
counselors  share  respoi.sibility  for  network  development  and 
referrals,  one  person  should  be  responsible  for  administra- 
tive coordination  to  avoid  duplication  of  efforts^  gaps  in 
the  process;  and  mixed  messages  to  resources.  ' 

•  How  complex  is  the  potential  resource  network  in  a  partic- 
ular community?.  This  can  be  determined  during  step  4  of 
the  network  development  process,  when  resources  are  iden- 
tified.   Specialists  and  liaisons  are  more  important  when 
several  resources  will  be  involved  in  the'network. 

•  Are  primary  counselors  able  to  take  on  additional  respon- 
sibilities? (How  heavy  are  caseloads,  other  assignments, 
etc.?)    Keep  in  mind  tfce  pi obi em  of  burnout.  w  , 

•  Do  primary  counselors  have  the  appropriate  skills  to  train 
community  resources  and  evaluate  the  outcomes  o*f  referrals? 

not,  the  staff  will  need  training  or  a  new  staff  or  con- 
sultant position  will  be  required.  • 

If  the  treatment  program  chooses  a  model  using  a  liaison  or  spe- 
cialist for  referral  implementation,  all  referral  and  followup 
information  must  be  related  to  the  primary  counselor,  who  contin- 
ues to  thave  basic  responsibility  for  implementing  the  ^treatment 
plan,    '^fterefore,  programs  should  not  use  a  mot '.el  that  excludes 
the  primary  counselor  from  the  referral  process,  although  the 
process  can  work  well  if  someone  other  than  the  primary  counselor 
selects  arid  makes  the  referral.    Figure  10  graphically  shows 
models  for  client  referral. 

Specific  techniques  for  network  development  or  referral  implemen- 
tation do  not  vary  significantly  when  differeht  internal  staffing 
patterns  are  used.    The  most  important, difference  involves  cora^ 
munication  within  the  program. 


CONCLUSION  *t 

This  chapter  has  outlined  the  steps  necessary  for  developing  and 
managing,  referral  linkages  for  chemically  dependent  woxu.  n.  Treat- 
ment programs  must  decide  which  services  are  needed  by  clients,, 
which  services  can  be  delivered,  where  to  obtain  services  that 
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J  Acceptable  ! 

A.  Client       Counselor       Liaison/Specialist  Resource 

B.  Client       Counselor       Resource  *  • 
'  Unacceptable 

•  u 

C.  Client       Counselor       Liaison/Specialist  -U  Resource 

s.t  ,  + 

\ 

p.    Client       Counselor  Resource 

r;. '     *  i_   t 

FIGURE  10.    client  referral  models- 


i 


cannot  be  provided  within  the  program,  what  kind  of  referral  re- 
lationships to  arrange,,  and  which  staffing  pattern  is  most  suited 
to- the  program.  .15  addition,  assessment  tools  and  reportinc 
forms  must  be  s-lected  and/or  designed.    The"  process  is  complex, 
and  programs  should  allow,  enough  time  to  complete  e^ch  step.  Host 
.important,  remember  that  developing  and  managing  a  resource  ex- 
change network  is  a  continuous,  fluid  process,    client  neeo 3 
change  and  must  be  periodically  reassessed.    Community  resources 
also  change,  in  cerms  of  the  scope  of  services,  the  target  ipopuia- 
tion,  and  the  ef fective-ness  of  servic.  delivery ;  ongoing  evalua- 
tion will  be  necessary.    The  program  itpelf  will  change,  too,  and 
those  changes  uu**be  considered  when  evaluating  the  referral  sys-  ' 
tern.    Keeping  tfcese  factors  in  mind  should  make  developing  and 
managing  referral  networks  a  rewarding  and  helpful  process  for 
the  program  and  its  clients.  ° 
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Medical  Services  for 
Drug  Dependent  Women 


Josette  Mondanaro,  M.D.  " 


MEMCAL  PROBLEMS  OF  THE 
DRUG  DEPENDENT  WOMAN  ' 

Studies  show  that  chemically  dependent  wooien,  more  often  than  men, 
enterl|j|eatment  because  of  medial  complaints,  and  that  these  con- 
ditions often  go.  undiagnosed;  if  diagnosed,  these  conditions  often 
remain  untreated  (Andersen  1977;  Beschner  and  Thompson  1981). 
There  is  also  .growing  evidence  that  programs  simply  do  not  have 
the  knowledge  or  resources  to  address  the  multiple  medical  prob- 
lems presented  by  chemically  dependent  women.    Frequently,  such 
^needs  are  'unrecognized  or  unresolved  as  counselors  help  clients 
cope  with  ancl  resolve  other  problems  related  to  drug  use. 

Brown  et  al.   (1971)  reported  that  27  percent  of  drug-dependent 
women  cited  drug-related  physical  problems  as  the  reason  for  * 
entering*  treatment  compared  with  19  percent  of  drug-abusing  men. 
In  addition,  50  percent  of  the  women  in  the^Lr  study  (compared  with 
22  percent  of  the  men)  reported  that  drug-related  physical  prob- 
lems w4re  the  reason  for  their  tirst  withdrawal.    In  another  study 
involving  drug  clients  in  Philadelphia,  physical  health  was  con- 
sidered to  be  the  primary  reason  for  entry  into  trea£»fcnt  by 
69  percent  of  the  female  drug  abusers  but  only  31  percent  of  the 
male  addicts  (Flaherty  et  al.  1978). 

'Wilson  and  McCreary  (1976)  reported  that  the  addict  lifestyle  is 
characterized  Hy  neglect  of  normal  hygiene,  health  care,  and  nu- 
trition.   Based  on  a  review  of  studies  that  examine  medical  prob- 
lems, Dickey* and  Sowder  (in  press)  round  that  infection,  anemia, 
venereal  disease,  hepatitis,  preeclampsia,  hypertension,  and  dia- 
betes were  the  most  prevalent  medical  disorders  for  addicted 


Prostitution,  which  is  viewed  as  more  prevalent  among  drug-abusing 
women  than  among  nonabusers,  may  increase  the  probability  of 
physical  pathology,  especially  infection  of  th«  gynecological  and 
urinary  systems.    Several  researchers  (Gossop  et  al.  1974;  Santen 
et  al.  1975;  and  Stoffer  1968)  concluded  that  drug-abusing  women 


women. 
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•are  at  greater  risk  for  cervical  and  uterine  malignancies  as  well 
as  other  gynecological  problems,  including  an  increased  frequency 
of  dysmenorrhea  (painful  menstrual  periods). 

t    Studies  of  drug-abusing  women  also  indicate  the  need  for  birth 
control  services.    Stryjcer  (1979;  reported  that  30  percent-of 
former  clients  tn  the  Hutzel  Hospital  Pregnant  Addict  Program  were 
returning  for  their  second  or  third'  unplanned  ^pregnancy.    In  a 
study  *bf  prostitutes  who  abused  drugs,  James  (1979)  found  than 
46  percent  failed  to  use  contraceptive  devices.      *  ; 

In  studying  the -medical  problems  of  women  and  .men  in  1Q  drug  a 
treatment  programs,  Andersen  /1977)  learned  that  women  .had  more 
problems  than  did  men  in  the  genitourinary  and  circulatory  sys- 
tems.   The  research  also  showed  that  although .women  had  more  med- 
ical problems,,  they  ty-ically  received  inadequate  physical  exams 
at  intake.    Even  though  43  percent  of  the  women  had  problems  with 
their  reproductive  systems  at  initial  intake,  gynecological  exams 
usually  were  not  performed  •  ' 

Medical  complications  continue  to  be  a  major  problem «. for  women 
clients  after  they  are  enrolled  in  drug  treatment  programs,  % 
Fifty-six  percent  of  the  women  studied  by  Andersen  (1S77)  devel- 
oped gynecological  problems  while  in  tr.  *tment..r  Most  of  the  med- 
ical problems  (especially  gynecological)  Reported  for  women  cli- 
ents went  undetected  at  intake.    Efforts  were  made  to  treat  only 
.  <36,  percent  .of  thk  medical  problems  that  were  diagnosed  (Andersen 
1977) .  •  t 

Numerous  medical  problems  were  reported  in  a  large  sample  of  women 
treated  in  a  pregnant  addict  program  in  Detroit  (Stryker  19^9) . 
Fcr  example,  81  percent  of  the  women  clients  developed  vaginitis 
and  61  percent  developed  anemia  during  treatment,    in  addition, 
abnormal  cervical  Pap  tests  were  recorded  for  24  percent  of  the 
st^udy  subjects. 

The  high  percentage  of  abnormal  Pap  tests  indicates  that  many 
chemically  dependent  women  are  at  high  risk  to  develop  cervical 
cancer  (see  chapter  7,  this  volumeX.    The  chances  of  developing 
cervical  cancer  are  greater  for  women  who  have  been  prostitutes  or 
who  began  sexual,  activities  at  an  early  age  .  (Stewart  1979). 

PREGNANCY  '  '  , 

Many  investigators  have  found  that  amenorrhea  (lack  of  periods) 
-and  menstrual  irregularity  are  common  occurrences  among  addicted 
women  (Finnegan  1979;  Gaulden  et  al.  1964;  Santen  f974;  stryker 
1979) .    Perlmutter  (1974)  noted  that  many  women  believe  that  nar- 
cotic addiction  causes  infertility  and  are  surprised  to  learn  that 
they  are  pregnant.    Because  women  heroin,  addicts  frequently  do  not 
experience  menses,  pregnancy  often  goes  undetected  until  the  fifth 
month  of  gestation,  when  fetal  life  is  felt.    Dickey  and  powder 
(in  press)  concluded  that  most  pregnant  addicts  have  had  previous 
pregnancies,  ^Studies  show  that  over  three-quarters  of  addicted 
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women  have  had  at  least  two  pregnancies.  Pregnancy  creates  a  high- 
risk  situation  for  chemically  dependent  women  and  their  offspring. 

Ostrea  and  Chavez  (1979)  point  out  that  the  lifestyle  of  the  preg- 
nant addict  predisposes  her  to  nutritional  deficiencies  that  may 
lead  to  anemia  and  to  a  higher  incidence  of  infection.    In  addi- 
tion, prjegnant  addicts  are  predisposed  to  a  host  of  maternal  com- 
plications, including  high  blood  pressure;  edema;  preeclampsia  or 
toxemia  (spilling  protein  in  the  urine);  blood  clots  (venous 
thrombosis) ;  premature  separation  of  the  placenta  prior  to  de- 
livery (abruptio  placentae) ;  and  jgpstpartum  hemorrhage 
(Connaughton  et  al.  1977).  % 

It  has  been  well  documented  in  the  literature  that  children  of 
addicted'  pregnant  taomen  have  higher  morbidity  and  mortality  rates 
than  do  children  of  nonadQicted  women  (Ramer  and  Lodge  1975) . 
Studies  have  also)  shown  that  babies  of  addicted  women  are  at  high 
risk  to  be  born  prematurely,  to  have  withdrawal  symptoms  after 
birth,  and  to  suffer  from  medical  complications  (Finnegan  1980; 
Stryker  1980) .    The  fetus  of  a  drug-dependent  woman  is  at  high 
risk  to  have  several  problems  during  the  perinatal  period  in  addi- 
tion to  the  neonatal  withdrawal  syndrome.    Before  birth,  asphyxia 
is  probably  the  greatest  threat  to  the  fetus,  followed  by  aspira- 
tion pneumonia  (Ostrea  and  Chavez  1979) . 


DENTAL  PROBLEMS 

Andersen's  (1977)  study  showed  that  41  percent  of  the  drug- 
dependent  women  had  dental  problems  at  admission  to  treatment. 
Almost  22  percent  of  the  pregnant  addicts  studied  by  Stryker  (1979) 
had  dental  abscesses.    Draizin  et  al.   (1975)  reported  that  the  DMFT 
(decayed,  missing,  or  filled  teeth)  scpre  for  drug-dependent  women 
was  23.8  compared  with  a  score  of  14.6  for  the'  general  population. 
In  addition,  Draizin  and  his  colleagues  found  the  following: 

•  The  average  methadone  patient  required  five  extractions 
and  the  restoration  of  seven  teeth. 

•  Seven  out  of  eight  patients  required  a  crown. 

•  Two  out  of  three  required  prosthetic  appliances. 

o 

•  Six  out  of  10  required  endodontics. 

Dental  neglect  among  drug  abusers  is  due  to  several  factors. 
First,  heroin  addicts  tend  to  be  from  families  in  lower  socio- 
economic groups  who  seldom  visit  dentists  because  of  the  high 
costs  of  dental  care  (Rosenstein  1975) .    Neglect,  inadequate  diet, 
desire  for  sweets,  spastic  tooth  grinding,  and  poor  dental  hygiene 
all  contribute  to  the  high  incidence  of  dental  disease  found  among 
drug  abusers.     In  one  study  of  methadone  clients,  22  percent  said 
they  never  brushed  their  teeth  while  on  heroin  (Draizin  et  al. 
"1975). 
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AVAILABILITY  OF  SERVICES 

A  NIDA-supported  study  of  drug  treatment  programs  geared  to  treat 
chemically  dependent  women  (Beschner  and  Thompson  1981)  found  that 

•  54  percent  of* the  women  clients  had  not  received  gyneco- 
logical examinations; 

•  74  percent  had  not  received  birth  control  counseling;  and 

•  83  percent  had  not  received  dental  care. 

Except  for  methadone  programs,  which  are  mandated  by  Federal  regu- 
lations to  maintain  physician  coverage,  few  of  the  programs  sur- 
veyed Jiad  adequate  professional  medical  resources  within  their 
facilities^    This  dearth  of  medical  services  is  surprising  in  view 
of  the  extent  and  complexity  of  medical  and  dental  problems  pre- 
sented by  chemically  dependent  women.  -  *J 


ACQUMNG  HEALTH  SERVICES  FOR 
MU6  DEPENDENT  WOMEN 

If  rehabilitation  is  "to  be  a  goal  of  chemical  dependency  programs, 
the  health  needs  of  women  clients  must  receive  high  priority. 
Given  the  cost  and  scarcity  of  medical  resources,  it  will  be  a 
challenge  to  develop  and  deliver  health  services  that  are  sensi- 
tive and  responsive  to  the  needs  of  women.    New  advances  in  the 
health  fielc}*  however,  give  chemical  dependency  programs  several 
options  in  acquiring  health  services  for  clients.    These  develop- 
ments include 

•    Self-help  and  activated  patients'  programs; 


»    Use  of  new  health  professionals:    nurse  practitioners 

(NPs),  physician  assistants  (PAs),  and  other  health 
^  Workers;  and      "       *  * 

•    The  movement  from  disease-based  medicine  to  health 

promotion  and  disease  prevention.  > 

This  chapter  describes  how' programs  can  acquire  or  improve  health 
services  for  women  clients  by  using  self-help  and  activated  pa- 
tients' models.    In  addition,  methods  and  techniques  for  obtaining 
and  using  physicians,  nurse  practitioners,  physician  assistants, 
and  other  health  workers  will  be  discussed.    The  reproductive 
*"ealth  needs  of  chemically  dependent  women  are  discussed  in  chap- 
teV  7,  this  volume.    The  methods  of  treating  pregnant  addicts  and 
methadone-maintained  pregnant  women  and  their  infants  have  been 
described  in  the  following  publications  and  are  not  covered  in  this' 
book:  *  „"  . 
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Finnegan,  L.    Drug  Dependence  in  Pregnancy;  clinical 
Management  of  Mother  and  Child .    Rockville,  Md. :  National 
Institute  "on  Drug  Abuse,  1980*  / 

Beschner,  G.,  and  Brotman,  R.    Comprehensive  Health  Care 
for  Addicted  Families  and  Their  Children.    Rockville,  Md,  5 

National  Institute  on  Drug  Abuse,  1977* 

•  o 


SELF-HELP  AND  ACTIVATED  PAT IENTSw?R0G RAMS  % 

Responsibility  for  health  cars  has  slowly  moved  away  from  indi- 
vidual and  family  practice  and  toward  care  by  highly  specialized 
professionals*    In  some  communities  this  trend  is  now  being  ^re- 
versed.   People  are  demanding  to  know  more  about  their  bodies  and 
health  oare.    They  are  beginning  tp  realize  that  they  cannot  af- 
ford the  high  cost  of  specialized  treatment,  and  that  specialists 
cannot  provide  accessible  and  affordable  services  ,to  many  popula- 
tions.   Even  if  highly  technical  medical  services  could  be  made 
available  to  everyone/ many  doubt  whether  modern  approaches " are 
the  most  appropriate  for  promoting  well-being. 

Our  Bodies,  Ourselves,  produced  by, the  Boston  Women's  Health  Col- 
lective (1976) ,  outlines  health  issues  for  women  in  ^ear,  concise 
terms  and  provides  useful  medical  information.    As  more  information 
of  this  type  became  available  during  the  l$70s,  many  women  began  to 
demand  more  control  over  their  bodies,  especially  in  the  area  of 
reproductive  health.    Through  consumer  education  and  demand,  in- 
creasing numbers  of  women  are  enjoying  access  to  medical  services 
and  information.    The  following  resource  materials  are  readily 
available  to  all  women  (publication  data  appear  in  ^he  reference 
list):     *  0 

•  Contraceptive  Technology  1980-1981  '(Hatcher  et  al.  1980); 

•  How  to  Stay  OUT  of  the  Gynecologist's  Office  (Federation 
of  Feminist  Women's  Health  Centers  1981  )<> 

•  *Mv  Body,  My  Health  (Stewart  et  al.  1981); 

•  The  Menopause  Book  (Rose  1980) ;  , 


\ 


) 

.   The  Ms.  Guide  to  a  Woman's  Health  (Cooke  and  Dworkin 
1979); 

•  Women  and  Health,  United  States,  1980  (Moore  1980); 

•  Women  and  the  Crisis  in  Sex  Hormones  (Seaman  and  Seaman 
1977);  and 

•  Women's  Work,  Women's  Health  (Stellman  1977). 

Chemically  dependent  women,  confronted  with  numerous  social,  psy- 
chological, and  physical  problems,  are  generally  in  the  poorest 
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position^ to  take  advantage  of  this* new  knowledge.    A  high  percent- 
age of  these  women  suffer  from  low  self-esteem,  are  trapped  in  de- 
pendency roles,  and  are  unprepared  to  pursue  the  information  and 
resources  needed.  , 

Counselors  working  with  chemically  dependent  women,  therefore, 
must  familiarize  themselves  with  the  information  contained  in 
these-  and^ other  books  and  serve  as  facilitators  and  educators  for 
their  clients*    Chemical  dependency  programs  must  actively  prepare 
their  clients  to  assume  greater  responsibility  for  their,  own  health 
needs. 

Women  can  also  benefit  from  recent  advances  in  other  aspects  of 
health  care.    How  To  Be  Your  Own  Doctor  "(Sometimes)  (Sehnert  1975) 
is  an  -excellent  example  of  a  book  designed  to  give  individuals  a 
more  vital  and  active  role  in  their  own  health  care.    This  book 
was  based  on  a  successful  activated  patients  course  at  Georgetown 
University.    Chemical  dependency  programs  can  use  the  information 
in  this  book  to  design  a  health  program  that  teaches  counselors 
and  clients  how  to  be  their  own  doctors.    As  one  "activated*'  pa- 
tient put  it:    "Since  I've  learned  to  recognize  the  difference 
between  what  looks  alarming  and  isn't,  and  what  doesn't  look 
alarming,  but  is,  my  wife  and  I  no  longer  go  running  to  the  doctor 
or  the  emergency  room  for  every  little  x±ing." 

This  book  can  also  help  programs  put  together  a  "black  bag,"  Long 
the  sole  domain  of  physicians,  medical  instruments  have  finally 
made  their  way  into  drug  stores  and  American  hemes.  Information 
gained  through  use  of  medical  equipment  will  help  program  staff 
and  clients  make  more  informed  decisions  as  to  whether  or  not  to 
see  a  physician.    Individuals  must  make  this  decision  anywatf;  with 
medical  instruments,  they  can  have  more  information  on  which  to 
base  their' judgment,    if  a  physician  is  called,  the  counselor  or 
client  will  be  able  to  give  the  physician  more  information.  There 
is  an  arivantage  in  being  able  to  tell  then3octor  the  client's  tem- 
perature, that  the  tonsils  are  red  and  swollen,  and  that  the  ears 
Jook  red,  instead  of  saying  that  the  client  needs  to  see  the 
doctor  because  she  feels  sicTc.    While  most  physicians  will  .appre- 
ciate getting  such  accurate  information,  some  mjght  remind  you 
that  you  are  not  a  trained  physician.    At  this  point  it  is  impor- 
tant for  the  counselor  or  client  to  explain  that  s/fie  is  just  de- 
scribing' what  s/he  is  seeing  and  is^not  diagnosing  (Sehnertt 1979) . 

Most  counselors  who  work  with  chemically  dependent  women  can  learn 
how  to  take  vital  signs— temperature,  heart  rate  (pulse),  blood 
pressure,  and  respiratory  rate— and  learn  how  to  examine  the 
throat  and  ears.    The  instruments  needed  are  readily  available  and 
include  the*  following: 

•  Thermometer; 

•  Ostoscope  (for  looking  in  ears) ; 

•  Blood  pressure  cuff  (sphygmomanometer) ?  v 
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•  Stethoscope  (for  listening  to  heart  and  lungs,  and  fpr 
use  with  blood  pressure  cuf f ) ;  and 

•  Penlight  (for  looking  in  mouth,  checking  eyes). 

A  "black  bag"  containing  these  instruments  can  be  put  together  for 
about  $75  (Sehnert  1979).    The  program  may  ask  local  hospitals, 
physicians,  nurses,  or  pharmacies  to  donate  some  of  these  items. 
See  appendix  A  for  a  list  of  other  texts  that  are  useful  as  gen- 
eral medical  resources. 

'-  4 

Counselors,  other  program  staff  ^members,  and  clients  should  become 
familiar  with  women's  reproductive  health  issues  and  with  general 
health  concerns/   My' Body,  My  Health  (Stewart  et  al.  1981)  is  an 
excellent  resource  for  both  program  personnel  and  clients. 


ASSISTING  CLIENTS 

Frequently,  program  personnel  do  not  address  client  medical  prob- 
lems when  funds  or  resources  are  unavailable  for  medical  services. 
But  programs  can  still  help  with  medical  problems  by  working  di- 
rectly with  clients  to.  facilitate  the  delivery  of  medical  services. 
For  example,  counselors  can  assist  in  the  following  areas: 

'  •    Identifying  problems; 

•  Motivating  clients  to  make  and  keep  medical  appointments; 

•  Interpreting  medical  findings  in  a  language  the  client 
understands ; 

a 

•  Helping  the  client  comply  with  medical  directions  and 
treatment  plans; 

*         •    Assuring  followthrough  on  medical  referrals;  and 

•  Assuring  followup  on  abnormal  physical  and  laboratory 
evaluations. 


SUMMARY 

1  Whether  the  program  refers  clients  to  physicians  or  offers  medical 
services  onsite,  counselors  must  learn  more  about  health  issues  to 
be  able  to  help  clients.    Programs  are  urged  to  take  the  health 
needs  of  their  chemically  dependent  women  more  seriously,  and  to 
recognize  that  recovery  depends  on  the  physical  well-being  of  the 
client.    Even  with  limited  resources, programs  can  do  the 
following: 

•    Create  staff  expertise  on  health  issues;  * 


•  ■=  #  bsn  as? resource  iibrary  with  a  few  "M*-*— 

•  Put  together  «  black  bag  of  medical  Instruments;  and 

•  Develop  a  referral  list  of  physicians,  family  planning 
clinics,  public  health  clinics,  free  clinics,  denSl 
clinics,  ancr  emergency  rooms, 

Q 

''  ^g.beyOT?  this  self-help  model,  programs  will  need  to  identify 
S^ff^°-!re  Wimng  t0  WOrk  «ith  drug  abuse  clients  ^Sf 
programs  find  xt  cost  effective  to  hire  nurse,  practitioners  <Ss? 

ia^S^^n,aSS1StantS  *<PAS)'  6Ven  if  onlv  Part  -time,  to  Jrovlde  * 
ailt ^ ^.coverage  for  their  clients.    This  approach  will™ 
discussed  later  in  this  chapter.    Because  nps  or  Ms  mufet  often  be 

a"  ? ySiCianS"  ^  Pr09rain  Wil1  stiU  »eed  to  as^e 
support  of  a  physxcxan.    state  laws  vary  concerning  duties  that 

nelesW  21  *?  ^  *  PhySiClan  Servian 

aco^irfThP         ?>ll««g.  section  explores  ways  that  a  program  can 
acquire  the  services  or  support  of  a  physician. 

RETAINING  PHYSICIANS 

w 

£^tT£?en?  P1?9™3  throughout  the  United  States  have  experi- 
havf  K         °^ty  ln  retaini"3  Physicians.    Although  psychiatrists 
T„  J»ien  ^- "?9  t0  M  With'  chemically  dependent  Individual's, 
CLSfT        °thei  Prtoary  -"Physicians  have  been 
^  «.£   v*^    t0  beCOme  inv°lved.  '  The  lack  of  financial  resources 

•  and  the  hxgh  cost  of  medical  services  have  made  it  difficult  If 

stciSr^badfr  m°St  Pr0graaS  t0  *heir  °™  pS-^W  Phy- 

sicians.   Methadone  programs  are  an  exception  because  by  Federal 

IZ^Z  ""f       retained  f°r  prescribing  and  managing  . 

chemotherapy     ButWen  methadone  programs  do  not  genially  pro-  * 
vide  basic  primary  medical  or  gynecological  care.    Whether  the 

on^or^  ^  *  3en^al  -ed?ca?practxece 

. et*  v       mUSt        Physicians  and  medical  clinics  in 
the  ccmounxty,  the  program  must  first  attract  concerned  local 

^  redU°.in9  SOme  °f-the  att^udinaliand  fi- 
nancial barriers,  programs  should  be  in  a  better  position  to  help 
thexr  clxents  secure  c&nprehensive  medical  care.  " 

UNDERSTANDING  .THE  PHYSICIAN '  S  FEARS 
IN  WORKING  WITH  DRUG  DEPENDENT  WOMEN 

Many  physicians  and  other  health  workers  believe  that  the  risks 

WfiS"9  Sf.lT1?'"?  d6Pe,?dent  individuals  outweigh  the 
Physicians:    v  f°llowi,>g  is  a  list  of  concerns  coarnonly  voiced  by 

u 

•  The  physician  will  be  manipulated  by  clients. 

•  Clients  will  constantly  try  to  obtain  medications. 
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•  Clients  will  frequently  break  appointments  without  the4 
courtesy  of  canceling  in  advance . 


•  Clients  will  be  ,lhigh"  on  drugs  and  disrupt  the  waiting 
room;    •  f 

•  The  physician  will  be  dragged  into  legal  issues  involving 
probation,  parole,  child  abuse,  and  neglect. 

•  Clients  will  not  pay  for  services. 

■    •   Other  patients  will  be  offended  or  frightened. 

•  Chemically  dependent  individuals  are  more  likely  to  nave 

*        multiple  and  complex  medical  problems  that  pose  difficult 
diagnostic  and  treatment  challenges. 

%    *  '  '\  \ 

•  Clients  will  not  complete  lab  work  or  X-rays,  show  up  for 

^     return  appointments,  or  fill  nonpsychoactlve  prescriptions 
such  as  antibiotics. 

Whether  these  fears  are  based  on  experience  or  imagination,  it  is 
easy  to  understand  the  reasoning  behind  these  concerns.    For  ex- 
ample, after  years  of  sending  prenatal  clients  to  a  local  Dbstet- 
rical  clinic,  a  drug  program  serving,  pregnant  addicts  vas  ible  to 
retain  the  services  of  a  highly  respected  private  obstetrician. 
The  women  were  seen  in  his  private  office  and  clearly  enjoyed  the 
high  quality  of  care/   Workers  in  the  program  made  sure  that  cli- 
ents kept  appointments,  followed  through  on  lab  work,  and  complied 
with  treatment  plans.    The  benefits  of  being  seen  by  one  physician 
who  demonstrated  genuine  concern  for  the  women  cannot  be  overesti- 
mated.   This  highly  beneficial  arrangement  came  to  an  abrupt  halt 
when  the  receptionist  in  the  physician's  office  had  her  purse 
stolen  by  the  boyfriend  of  one  of  the  pregnant  addicts.  The 
nurses  and  receptionist  mat  with  the  physician  and  stated  that 
they  were  afraid  to  work  with  this  population.    With  deefc  regret 
the  physician  felt  compelled  to  end  his  relationship  with  the 
program.  * 

To  give  the  reader  a  first-hand  account  of  what  it  feels  like  to 
be  a  physician  working  with  chemically  dependent  women/  the  author 
would  like  to  recount  a  personal  experience.  ' 


15  years  and  still  find  that  some  patients  are  difficult 
to  manage.    For  example,  a-  55-year-old  woo  an  whom  I  did 
not  know  called  me  at  home  saying  she  had  just  .had  a 
seizure  and  hit  h?r  head.Y  She  also  stated  that  she  had 
migraine  headaches  end  needed  Valium  immediately.  It 

^  took  me  a  whilv*  to  pic^cf;  together  her  recent  medical 
history.    She  said  that  her  frmily  physician  was  treat- 

N    ing  her  migraines  with  40  mg  of  Valium  and  four  codeine 
tablets  daily.    She  had  been  on  these  drugs  for  at  least 
8  months. m  Allegedly,  she  abruptly  stopped  these  drugs 
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*'  ^e*- Tin9  ,t0  tMs  area'    Her  st0*Y  was.  commuted  and 
confusing.    Her  speech  was  slow  and  slightly  slurred 

^  ^  ^SOUn?3ed  desPerate-    I  explained  that  she  should 
go.to  the  emergency  room  immediately,    she  said  she  had 
no  way  of  getting  there.    I  suggested  an  ambulance  she 
..countered  with  the  faA  that  shl  could  nor^ay     I  gW 
"oned  >if  she  could  not  get  to  the  emergency  room  how 

gf ng  t0  g6t  t0  the  ^  *tore?    S«e  answered 
that  the  drug  store  would  deliver.    As  we  discussed  the 
situation  I  tried  to  determine  the  following: 

•  Was  she  experiencing  Valium  or  codeine  withdrawal?  %  * 

•  Did  she  actually  have  a  seizure? 

* 

•  .Was  the  ceizure  a  consequence  of  Valium 
,  withdrawal?        *  *  *  * 

\ 

\     •  •   Did  she  in3ure  her  head  during  the  alleged^fall? 

•  Was  the  fall  due  to  the  seizure  or  to  alcohol 
inebriation^ 

•  Was.  she  speaking  slowly  because  sha  was  loaded 
or  because  she  had  just  experienced  a  seizure? 

wL^frfrightfningv?°-  f6CeiVe  this  <>£  call.    I  would 

want  to  examine  this  individual  in  person,  but  it  was 

^  K,and  f 6  Clalmefl  ^  Asportation  was  not 
available     I  could  .have  said  that  if  she  were  sick 
enough,  she  would  get  herself  to  the  emergency  room, 
ttis  actually  did  little  to  allay  my  fearl    I  knew  that 
if  she  were  very  confused  from  the  fall,  the  drugs,  with- 
drawal, or  a  seizure,  she  may  not  be  able  to  cleariy 
evaluate  her  need  for  emergency  medical  care.  ■ 

mind  raced,  from  a  picture  of  an  elderly  woman  who  has  ' 
had  a  seizure,  and  has,  injured  her  head  in  a  fall,  to  a 
picture  of  a -•street-wise  woman -who  is  adept  at  hittino 
-  up  physicians  for  drugs.    I  moved  between  empathy  and 
1  de=ided  to  *ive  her  a  presoription  for  one 
small  dose  of  Valium  to  get  her  through  the  night  and 
-made  an  appointment  for  Che'  woman-  to  come  fco  my  office 
•     -     the  next  morning^  •  *   '    v  o"1^  ^ 

Program  staff  members  must  understand  and  appreciate  the  emotional, 
/  J£l "eaicJ1'JaJ!d  legal  ^at  fa<*  the  physician  who 

v  SSa  tht.^  WitH  =hefflica11*  ^pendent  individuals/  By  antici-  . 
Sa?L3    t    *  P^1^'  drug. programs  could  design  systems 

*hat  begin  to  decrease  the  risks  to  physicians. 


■\ 
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•  J, 

OUTREACH  ANlJ  EDUCATION  TO  THE  MEDICAL  COMMUNITY 

'it  is  important  to  establish  chemical  dependency  as  an  essential 
and  valid  component  of  modern  medicine.    Furthermore ,  it:  is 
•equally  important  to  establish  the  credibility  of  the  particular 
drug  program.    Both  goals  can  be  accomplished  through  vigoro'is 
outreach  and  education  activities  aimed  at  the  local  medical  com- 
munity.   Possible  initial  contact  points  may  include  the  following: 

•  Public  health  nurses; 

•  Continuing  education  or  in-service  training  coordinators 
at  the  local  hospital; 

•  Community  health  clinics; 

•  Community  mental  health  centers; 

•  Local  public  health  departments i 

•  Medical  societies; 


* ♦    Physicians  who  have  supported  the  program  or  have  been 

willing  to  see  some  of  the  clients  or  children  of  clit  its; 

»         •    Premed  and  medical  students; 

•  Physicians  active  in  drug  treatment  from  other  communities; 
Clinical  social  wor)c<?rs  in  the  local  hospital;  and 

•  Emer^ncy  room  staff* 

Some  physJ-:iar:>  are  involved  in  continuing  education  efforts  spon- 
sored by  local  hospitals.    Often,  monthly  or  more  frequent  training 
meetings  are  scheduled  by  specialty  area  to  discuss  the  latest  med- 
ical information.    These  meetings  are  usually  called  "grand  rounds." 
The  specialty  areas  that  might  be  interested  in  presentations  re- 
garding chemical  dependency  include  family  practice,  pediatrics,  % 
obstetrics/gynecoloqy,  psychiatry,  and  internal  medicine. 

♦  * 

A  program  should  decide  which  specialty  area  to  approach  first 
based  on  the  program*  s  need  and  the  availability  of  a  contact  per- 
son in  that  area.    For  instance,  programs  needing  assistance  with 
pregnant  addicts  should  first  approach  the  pediatric  or  obstetrical 
specialists.    An  advocate  (a  nurse,  physician,  or  social  worker)  in 
the  specialty  could  help  arrange  a  meeting. 

The  obstetricians  in  a  private  hospital  in  San  Francisco  played  a 
crucial  role  in  obtaining  services  for  pregnant  addicts  in  a  metha- 
done program.    To  find  a  physician  who  will  work  with  chemically 
dependent  women,  program  staff  should  talk  with  pediatricians, 
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.^.TSuS^'S^      v"°rklng  with  publi;  health 

M~  !!!an9in9  Pfesel?tations  *«  m'edical  Staff,  try  tc  be  infoma- 
^StS,^f0MiV%t0,th!  COncer?18  °f  tta  P^iSants  Some 

^        feCl  that  toey         ^ugh  about  chemical  de- 
pendency and  have  already,  decided  not -to  work  with  this  population 

2etheef^ti0^Sh0Uld  inClUjC  info^tl°"  about  nSriSSSS' 
£™£        ""T8  °f  neW  ^S8'  «*  graphics  of  diffSSt 
.  5E"S!?f53SSr"-        ^«  W-*  ^terest  in- 

•  The  epidemiology  .and  etiology  (both  biocherdcal  and  '  f 
psychosocial)  of  chemical  dependency. 

*       '  *  WJSattfh>a  "*  tXends'  inc^ing  new  rfrugs  and 

drug  combinations  being  used,  e.g.,  phencyclidin  (PCP) , 

J ^HLf  <Ts        blues), Ind  DorideT 

I  and  codeine  (Dors  and  Fours) .  "°«cen 

#  S^S^iST*  iHVOlVin9  CWcal  de^n^  in 

*  ^B?lh0dS  °f  identifyin9.  managing,  and  detoxifying 
individuals  who  are  dependent  on  prescription  orugs. 

'  *       *  f  r?"  hos*ifcal  urgency  room  drug  overdosage 

studies:    treatment  implications  and  referrii  sources.  - 

If  a  physician  in  the-  ccemunity  is  well  Versed  in  chemical  depend- 
workers  withbut  charge.    If  the  drug  program  wants  to  brine  in  a 
a^°toCoffef^  COT^^'  hoSwrriEI-'oii. 

hoLSriS"  PWB",t  f.°r  te&Ve1'  fO0d'  -  Wngandan  . 

ifE?  ^  raPP°rt  18  with  someone  from  a  local  hos- 

pital, the  program  can  look  for  ways  to  pay  for  the  guest  soever 
Programs  might  have  funds  set  aside  *o  pfy^for  i^ice  S- 

S;«2?!^  V  0th6r  continuJ--5  ^cation  projects.    Other  . 

potential  sources  of  funding  include  the  following: 

•  Local  public  health  department; 

•  State  drug  abuse  agency; 

•  Local  or  State  chapter  of  the  American  Medical 
Association; 

| 

Pharmaceutical  companies; 


5f 

•  Pharmacy  associations;  and 

•  Nurses*  associations. 
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Pharmaceutical  companies  support  physician  education  programs, 
especially  when  the  costs  are  minimal.  A  local  pharmacist  can 
help  identify  area  pharmaceutical  companies.  # 

Physicians  with  knowledge  of  chemical  dependency* can  be  located 
through  the  county  public  health  office,  the  Single  state  Agency 
(SSA)  for  Drug  Abuse,  the  National  Institute  on  Drug  Abuse,  sub- 
stance abuse  confiiittees  of  the  State  or  county  chapters  of  the 
American  Medical  Association,  and  the  California  Society  for  the 
Treatment  of  Alcoholism  and  Other  Drug  Dependencies-    -The  last 
organization  is  a  specialty  society  for  physicians  experienced  in 
research  or  treatment  of  alcoholism  and  other  drug  dependencies. 
Membership  is  open  to  qualified  physicians  from  all  states.  For 
help  ip  locating  speakers  and  physicians,  contact  the  society  at 
731  Market  Street,  San  Francisco,  Calif.  94103.    The  society  pub- 
lishes an  informative  quarterly  newsletter  available  to  members 
and  rionmembers. 

It  might  be  possible  to  convince  the  SSA  of  the  value  of  discuss- 
ing certain  medical  topics  statewide.    The  SSA  might  be  able  to 
hire  a  physician  or  group  of  physicians  as  consultants  to  give 
presentations  throughout  the  State.    For  instance,  in  the  mid- 
1970s,  '-he  California  Substance  Abuse  Agency  felt  the  .need  to  ed-  / 
ucate  both  medical  and  drug  treatment  communities  oh  dare  and 
treatment  of  the  pregnant  addict  and  the  passively  addicted  new- 
bom.    The  state  hired  a  part-time  consultant  to  give/ presenta- 
tions throughout  California.    A  state  employee  was  assigned  part 
time  to  arrange  the  presentations  and  to  assist  local  communities 
with  publicity,  facility  selection,  and  other  details.    She  also 
helped  the* consultant  with  travel  and  audiovisual  arrangements. 
Local  hospitals  were  carefully  selected  to  attract  the  largest 
number  of  physicians  and  nurses.    The  presentations  emphasized  the 
unique  medical  issues  and  needs  of  each  specialty  area.    The* out- 
come exceeded  all  anticipations.    Communities  reported  a  ripple 
effec*  that  included  the  following  results: 

•  * 

•  'Medical  personnel  and  drug  treatmen    ;  roviders  were  en- 

courage to  work  together. 

•  The  value  of  the  work  of  drug  treatment  programs  was  up- 
graded in  the  eyes  of  the  medical  personnel. 

•  Open  communication,  both  formal  and  informal,  was  cre- 
ated for  enhancing  continuity  and  coordination  of  care 

-f  for  pregnant  clients.  * 

•  Links  were  established  among  medical  .units  that^  had  been 
at  odds  with  each  other,  for  example,  pediatrics  and 
obstetrics/gyneccdogy  at  one  hospital,  and  psychiatry  and 
obstetrics  at  another  hospital. 

•  The  awareness  and  interest  of  medical  staff  wera  increased 
so  that  they  became  more  involved  with  local  drug  programs. 
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m^f^tf"  invafS,ent  f<*  «*•         was.ainiaa'l  considering  the 
number  of  comunitiea  and  individuals  reached. 

£  °??  suc«"«^l  Presentations,  the  speaker  must  be'weli 

SLSJT  b^^V**  °f  *—■*««*>».  *  »i  goal  i,  notWy.to 
SSl'.     .    f  to  C"ate  ,ctt*  cognitive  dissonance  and  to  Change 
^T?"1"9'  ^*"«v.  presentation  given  by  a  ' 

K^BidM  Can  d°         fc?  'the  credibility  of 

drug-treatoent  programs  and  attract  more  health  workers  to  the 


NETWORKING 


£n£^??i  L!<P r!scntati.°n'  Programs  and  the  medical  com- 

munity will  begin  to  work  together.-  Because  this  task  is  not  par- 
ticularly threatening,  it  provides  a  good  starting  St  f£  <£T 
munition.    Building  on  these  initial  contacts  is  aTSsfntlaT 
step  in  developing  medical  resWces.  essential 

The  program  could  develop  a  questionnaire  that  asks  health  car:« 
.-.workers  whether  they  would  like  to  be  involved  iHpecSc  a£as 
But  programs  should  be  careful  not  to  overwhelm  the£  profe" 

t^^T^'J****™*  WUch  are  already  meeting 

SLI^S?  T10"  with^t««Bted  health  worker,  which 

ica!  de^n^  *PPr^riat<>  f°f  discus8ln5  medical  issues  and  chem- 
taSfSPfE*'.  Hhete  P°88ible'  have  followup  meetings  at  thT 
hospital  with  a  few  people  who  have  stated  their  interest  The 

S^SS.?  *  T"-  WiU  °"       -^VS  of  • 

0EUNEATM6  THE  SEBVCES  AMD  PftOVBEAS 

Treatment  programs  vary  greatly  in  the  types  and  quantity  of  med- 

tt«eTiCCLtfy/rOVide'    %e  typ6S  °^P«videniir Jso^ary, 
^'no  *"*c  individual  program  design  should  be 

o^JIm    Urr«aV^ldble  in  016  «*»»>nity,  cUent  needs,  and 
^r^^^i"3081  restraints-    Ml  treatment  programs  should 
sf^^h^fSaT9  86rViCeS  "  """»  ^--ither^ 

•  Comprehensive  medical  histories;  • 

•  Physical  exams,  including  pelvic  exams,  Pap  smears,  wet 

•  Family  planning  information  and  services; 
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•  Tests  for  pregnancy,  gonorrhea,  syphilis,  tuberculosis, 
liver  dysfunction,  thyroid  disease,  and  others***hen 
appropriate; 

•  Services  for  acute  illnesses  such  as  colds,  abscesses, 
and  lacerations? 

•  Referral  to  "specialty  services,  when  appropriate?  and 

•  A*2$-hour  answering  service. 

Individuals  who  are  permitted  to  provide  this  basic  medical  cover- 
*  age  are  - 

•  Nurse  practitioners,  undtr  the  supervision  oi  a  physician? 

•  Physician  assistants,  under  the  supervision  of  a  physician; 
•  .  and" 

•  Physicians,  including  general  practitioners,  family  phy- 
sicians, internists,  and  gynecologists. 

NURSE'  PRACTITIONERS*" AND  PHYSICIAN  ASSISTANTS  1 

A  pamphlet  entitled  "Nurse  Practitioners  and  Physician  Assistants 
in  Substance  Abuse  Programs'*  (National  Institute*  on  Drug  Abuse 
1979)  is  available  through  the  Alcohol/  Drug  Abuse,  and  Mental 
Health  Administration,* 5600  Fishers  Lane,  Rockville,  Md.  20857. 
This  publication  outlines  the  use  of  new  health  professionals  in 

hemical  dependency  programs.    For  example,  ^it  points  out  that  NPs 
and  PAs  have  been  found  to  be  most  cc  .t  ef  fe?£ive  when  allowed  to 
"carry  their  own  caseloads,  consult  with  physicians  as^necessary, 
and" refer  patients  to  other  health  professionals  uHen  a  patient's 
needs  are  beyond  their  treatment  capacity.        /  • 

Often,  the  services  of  the  NPs  and  PAs  are  reimbursed  by  third- 
party  medical  payors,  but  a  backup  physician  Usually  must  make  the 
claim.    Program  administrators  should  contact?  local  third-party 
payors  to  determine  the  criteria  used,  qualification  requirements, 
and  the  paperwork  involved. 

Studies  have  shown  that  the  quality  of  NP  and  PA  services  can  be 
as  high  as  that  of  physicians  performing  the  same  service  (National 
Institute  on  Drug  Abuse  1979) .    Negligence  litigation  against  NPs 
and  PAs  is  rare ,  and  programs  can-  protect  themselves  by  properly 
identifying  NPs  and  PAs  to  clients,  asking  NPs  and  PAs  to  follow 
written  protocols  for  patient  treatment,  and  securing  appropriate 
malpractice  incuirance  (National  Institute  on  Drug  Atosa>  1979)  • 
One  way  to  evaluate  potential  NPs  and  PAs  and  16am  how  to  use 
them  is  to  let  them  participate  in  the  drug  abuse  program  as  part 
of  their  clinical  field  work.    All  PA  and  NP  training  programs  re- 
quire clinical  experiences.    Providing  a  site  for  clinical 
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training  ±a  one  way  to  recruit  employees  while  exposii^lhe  oro- 
graa  to  these  health  professionals  on  a  trial  basis. j  ' 

^M^^.^"1"9'^  often  based  on  the  medical  model  of  ro- 
tating 6-weeJc  internships.    NP  programs  usually  require  a  si^To 

2g?f^  f"»  6  to  12  months.    Myograms  regS  ire^Se 
.tuc^ts.  to  be. sponsored  by  in  organization  tha?  will  a^rraL 

^SrrSt^^f  °2hiP%  SUb8tan"  P**™*8  could  s^onST 

•      currently  employed  registered  nurse  in  a  nurse  practitioner ^Lin' 

-  ,ing  program  or  offer  short-term  clinical  e™'  i»  «   „     v  T 

.    abuse  to'  N#  students  (National  Institute  oT^rug^use  "iSST"*  . 

-  Further  'information  regarding  NPs  and  PAs  is  available  from  the 

-  associations  and  boards  listed  in  appendix  B  or  by  reading  «». 
■  lected  material, outlined  in  appendix  c.  .  9  ""7 

•   IN-HOUSE  CLINICS  . 

SLS^f1  dePf"denCy  Prams' have  been  able  to  open  their  own 
medical  offices  that  not  only  support  themselves  but  also  general 
money  for  the  clinic.  ,  Using  NPs  ahd  PAs,  with  a  backup  physician 
these  programs  are  able  to  provide  aedical  services  to clients 

ESStf-St  rV?!P  C°StS  dOWn'  ^  Physicians^re8'  ' 

•   couTd  S?f?i       w°  &el^eX  ssrvices'  «  in-house  medical  program 

tion  ottiL  for  g^ra^S  care^olfLe  SSSrSr 

:«t  2*£      '  ^  Pathology  labs-can  help  p££E  ■ 

M  t  vS,^ti0n  ST  With  CWl^ifu^.  specimen  drawSg^uip- 
ment,  viniculture  ^  Mller,  ^7?^ 

^"^5r°*it  °n  1:1,6  l8b  W°rk  8int-J  If  a11  lab  tests  can  fae 
doneohswe,  clients  will  not  have  to  be  aent  to  a  separa^TlS. 

OVp^ally,  in-house  clinics  have  served  the  medical  needs  of  chem- 
ically dependent  clients,    one  progra  •  in  Santa  Cruz.  Calif  ^ 
a  comprehensive  health  clinic  forlll  .omen  2  ^71  wee* 
CA£  l  I6""2'03  fUndS  f°r  th°  Chefflical  ^Pendency  program  ana  is 
«am     Sf^6^'  r0fe"al  int°  the  dependency  pro! 

als^stanS  J  \  '  eXp<m?in9  to  a  5~day-a-wee>.  service  with  the 

££2T£nc»i  rf8B  P5fctitio"er.    Expanding  medical  services  to, 
-include  nonclients  may  be  cost  effective  and  should  be  explored 

S^l*""^  3ef'iceS  are  "imbursable  by  tnird-partyl£ors 
a^1beCfUSe  PAS  ™*  "PS  are  becoming  increasingly  avaSble!  es- 
tablishing an  in-house  clinic  may  be  an  attractive,  cosSffective' 
addition  to  a  substance  abuse  program,      '  "  tlve 

HEALTH  SERVICE  FUNCTIONS 

Whether  medical  servi-es  are  provided  in-house  or  through  refers 
several  health-related  functions  must  be  carried  out^SST 
staff.    The  health  service  functions  described  here.cS  Z 
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perforated  by  a  variety  of  individuals,  from  trained  volunteers  to 
heaith* professionals.    Regardless  of  who  performs  the  functions, 
they  must  all  comply  vdth,  the  .Federal  confidentiality  regulations 
(Federal  Register  191S) ,  Title  42,  Part  2,  Confidentiality  of  Al- 
cohol and  Drug  Abuse  Patient  Records. 

The  tasks  described  here  are 

Health  services  coordination, 

•  Health  advocacy,  and 

•  Primary  counseling*:  . 


HEALTH  SERVICES  COORDINATION 

Depending/on  the  size  of  the  jJrogram,  this  task  typically  can  be 
performed' part  time.    In  one  methadone  program,  a  secretary  carried' 
out  this  task. 

While  a  program  is  in  the.  initial  steps  of  establishing-  referral 
medical  services,  the  following  types  of  arrangements  should  be 
made  with  the  provider  physician  or  clinic. 

•  Program  will  estimate  number  of  clients  who  will  be  re- 
ferred per  week  or  month.  %  , 

•  Program  will  ask  which  days  are  best  for  referring  clients 
to  physician's  office. 

•  Program  will  assure  that  client  will  have  medicare  or-  — 
medicaid  cards  prior  to  appointment. 

•  Program  will  assure  that  all  medical  history  forms  and 
financial  -forms  are  filled  out  accurately  by  the  client 

1  before  arriving  at  the  physician's  office.  - 

•  « 

•  program  will  assure  that  client  will  comply  with  treat- 
ment, including  obtaining  X-rays  and  *lab  work. 

•  Physician's  office  will  supply  the  drug  program  with 
copies  of  any  forms  that  should  be  billed  out  by  client. 

•  Physician  will  fill  out  medical  forms  and  return  these 
'to  the  program. 

Referral  arrangements  should  comply  with  title  42  of  the  confi-  „ 
dentiality  regulations  (Federal  Register  1975) ,  obtaining  the 
client's  consent  or  a  qualified  service  organization  agreement. 
Although  the  executive  director  may  want  to  be  involved  in  this 
initial  process,  a  staff  member  should  be  responsible  for  the  on- 
going coordination  of  these  services.    To  design  a  system  that  the 
staff  can  understand  and  support,  staff  input  should  be  solicited. 


health  coordination- tasks  typically  include  the  following: 

•  Identifying  a  new  client. 

•  Scheduling  an  appointment  for  a  physical  exam. 

•  Securing  release  of  information  for  past'medical  r-oH, 
-       to  compliance  with  the  confidentiality ^eg^Sns 

•  Assisting  the  client  with  medicare- and  medicaid. 

•  SSiaIiSat4t?%ciient  Ca8plet^S  tte  =^ical  history 

•  Assuring  attendance  at  medical  appointments. 

•  ccSSSceUlr0U9h£0n'n!ediCal  assuring 

e  ' 

•  Following  up  on  medical  exams,  laboratory  evaluations 
referrals  to  specialty  clinics,  or  specgl  la^rcSres. 

Clients  should  have  a  complete  physical  exam  within  the  ««* 

n^Se^SfT  Sh°Uld  ^  ^^S"^  at  ^take  to  identify  all 
say  Se  h2  W     ^TT  medLc&1  A  cUenf  m^t 

may  not  be  necessary  to  repeat  costly  tests  and  SceS^eTtt^ 
Because  obtaiiii^  these  records  mav  t*V*>  nmn 

the  medical  records  within  2  weeks  of -intskeT  ohere  is  S  to 
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repeat  a  Pap  exam  so  long  as  records  show  that  a  test  given  withii 
^the  past  6  months  was  negative. 

* 

Having  the  client  prepare  history  and  financial  forms  at  intake 
instead  of  in.  the  physician's  office  should  speed  the  process  and  ^ 
relieve  some  of  the  burden  on  the  medical  staff. 

The  staff  person  in  charge  of  health  coordination  should  also  be- 
come familiar  with  the  local  medicare  and  medicaid  .-systems.  Meet- 
ing witn  the  eligibility  workers  is  an  important  link.    Once  the 
coordinator  understands  the  application  procedures,  s/he  should  , 
write  up  instructions  that  can  be  given  to  all  clients.    The  eli- 
gibility worker  can  §e  asked  to  review  a  draft  of  the  instructions 
to  assure  accuracy.    Appendix  D  is  an  example  of  a  form  used  by  a 
clonic  in  California. 

vThe  program  should  establish  ongoing  liaison  with  an  eligibility 
worker  at  the  local  medicare/medicaid  office.    In  this  way,  if  any 
difficulties  arise  at  least  one  person  will  be  available  who  is 
familiar  with  the  program's  population.'  These  connections  should 
be  established  prior  to  an  emergency.    People  in  other  agencies 
will  be  more  responsive  if  they  are  involved  in  planning  a  well-  . 
thought-out  system  instead  of  being  asked  to  react  immediately  to 
a  crisis.    Referrals  for  medicaid  and  medicare  eligibility  and 
billing  must  be  done  with  the  client's  consent. 

If  a  client  is  ineligible  for  assistance  programs,  program  staff 
should  explore  with  her  other  ways  of  financing  medical  care.  It 
is  easier  to  explore  various  options  when  this  subject  is  ap- 
proached in  a  direct  and  straightforward  manner.    By  assuming  re- 
sponsibility for  their  own  medical  services,  clients  will  learn 
to  be  more  independent. 

# 

The  possibility  of  health  insurance  should  be  explored  for  persons 
who  are  ineligible  f6r  medicaid.    Health  insurance  companies  are 
eager  to  provide  material  showing  clients  the  types  of  benefits 
available  and  the  costs  involved.    Learning  to  plan  ahead  for  med- 
ical services  and  budgeting  will  be  major  skills  that  the  health 
coordinator  can  help  teach  to  the  clients. 

Even  if  a  client  is  not  eligible  for  total  coverage  under  medicaid, 
she  may  be  eligible  for  medicaid  with  a  "spend  down."    A  spend  down 
is  like  a  deductible.    Depending  on  income,  the  client  may  have  to 
spend,  for  example,  $50  on  medical  services  before  medicaid  will 
begin  to,  pay.    In  some  instances,  the  physician  may  be  willing  to 
forego  this  $50  financial  fee  and  incur  a  financial  loss.  Spend 
downs  can  be  discussed  with  both  the  physician  and  the  client.  In 
some  situations,  the  spend  down  may  be  so  great  that  the  client 
would  be  better  off  paying  for  private  insurance. 

After  the .general  agreements  are  established,  the  health  coordi- 
nator should  train  and  supervise  the  counseling  staff  in  the  area 
of  health  issues.    He  or  she  must  assure  that  all  clients  receive 
comprehensive  medical  exams,  that  all  forms  have  been  filled  out 
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HEALTH  ADVOCACY 


^foffi^oTA80^.01; ciient  °btain  ^^atiS:  a 

In.  addition,  a  health  advocate  can  act  as  a  go-between  for  tho  * 

aSSg^rSLf^nvaiLrPerient!9-the  disC00lforts  6f  withdrawal 
abiSy  to  achate  i^tIheS^nditi°nS'  Can  af feCt  the" 

'understand  thTJS2?«     ?^        ^e11  a&  «"»^ Ability  to 
I\       ~na  "le  information  given  to  them  "by  ohvsicianQ  m«ln.». 
advocates  should  always  be  aware  of  title  42  ^sErfT    -  11  h 
fldentiaUty  regulations  iPedSl  JJiSr  ?97sTf    r  °       ■  ^ 
a  lab  technician  tola  a  pregnant  aBeTS^  ^  -0ne  lnstance' 

babv's  head  on        „„     Pregnant  addict  that  she  could  . not  see  the 

pSing s^nd  wSes  ovelX^^VfJ  "  ^  made  b* 

came  distraught  21  Utor^fa^f "T*"* !    1116  WOTan  *~ 
thought  the  technician  s^er  b^^f    .^  be°aUSe  She 

Picture  just  needed  to  faf  reSen^TSf  kf  a  T 
alleviated  by  having  a.  .JSt^E^^S^  * 

S  received  ^2  S^V"  »~*  C^  a"~  ^  . 
str^M^ 


Women ?s 'clinics; 


Premed  students  at  local  colleges  and  universities, 

af  °CateS  knWn  to  or  active  the  re-  ' 
gional  health  systems  agency,  deparcment  of  public  health 
or  local  mental  health  and  drug  advisory  boards 
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•  Volunteers  trained  by  Planned  Parenthood  j 

*        •   Gray  Panther  organizations  and  programs  that  place  elderly 
citizens  in  jobs;  and* 

•  CETA  and  VISTA  programs. 

Schools,  that  have  ongoing  training  for  health  advocates  may  be 
willing  to  train  treatment  program  volunteers.    In  return,  the 
program4  can  offer. an  exchange  whereby  it  trains  their  staff  on  is- 
sues relating  to  chemical  dependency.    This  draining  is  important j 
the  health  advocate  will  be  the  program's  representative  at  the 
physician's  office.    This  person  must  be  able  to  coamunicate 
clearly,  be  reliable,  and  have  the  capacity  and  knowledge  to  under- 
stand the  needs  of  both  the  client  and  the  physician.       (  ^ 

PRIMARY  COUNSELING  J 

*  t 
The  primary^counselor  is  the  contact  person  for  the  client  and  as 
such  is  the  natural  person  to  monitor  the  health  treatment  plan. 
This  person  should  make  sure  all  medical  forms  and  related  corre- 
spondence are  in  the.  client's  file.    The  counselor  generally  helps 
set  up  the  medical  appointment,  gives  the  client  written  informa- 
tion regarding  medicaid,  and  helps  the  client  fill  out  medical 
history  afjd  financial  forms.    The  counselor  must  find  out  if  the 
client  has  any  medical  problems  that  need  immediate  attention.  If 
so,  the  counselor  should  work  with  the  health  coordinator  in  se- 
curing  an  early  medical  appointment.    Once  the  health  treatment 
plan  is  established,  the  primary  counselor  is  responsible  for  as- 
suring that  elements  in  the  health  treatment  plan  are  carried  out 
and  that  the  plan  is  evaluated  periodically  and  revised  as  appro- 
priate.   For  example,  if  a  client  were  being  treated  for  tricho- 
monas vaginitis  (a  vaginal  infection) ,  the  primary  counselor  would 
make  sure  that  the  client  and  her  partner  have  taken  their  medica- 
tion.   The  counselor  would  then  wake  an  appointment  for  a  followup 
visit  to  the  physician  to  assure  that  this  communicable  infection 
*was  adequately  treated.    If  the  client  is  unreliable,  she  can  be 
asked  to  bring  her  medication  to  the  clinic  and  take  it  in  front 
of  *he  counselor.    The  health  role  of  the  primary  counselor  is.     •  ^ 
demonstrated  in  the  following  example. 

>One  client  was  Void  that  she  had  trichomonas  vaginitis.    This  in- 
fection is  passed  on  through  sexual  contact,  a^d.the  client  was 
told  that  shaand  her  sexual  partner  (s)  should  be  .treated  with 

'Flagyl,    She  lived  with  two  men,  one  of  whom  wau  her  boy  friend. 
Although  she  did  have  sexual  relations  with  the  other  roommate, 
her. boy  friend  did  not  know  about  it.    She  was  afraid  to  tell  them 

'that  they  both  had  to  take  Flagyl.    She  stated  that  her  boy  friend 
was  very  jealous  and  was  also  an'alcoholic.    The  combination  of 
Flagyl  and  alcohol  can  aSWse  nausea,  vomiting,  abdominal  cramps, 
and  headaches.    Furthermore,  although  the  client  was  covered  by 
medicaid,  her  boyfriend  and  rocwmate  were  not.    The  client  stated 
that  she  did  not  have  the  cash  to  pay  for  their  prescriptions. 
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Compliance- would  entail  discu^«Hrm  uuw  ,  ■ 

could  approach  the  proilS  t  *  2l£2 

Really,  a  physician  would  net  havfrhe '  !^  flnances- 

skill  to  work  through  these  isLfl     T     f^,°r  P6rhapS  eVen  tte 

primary  counselor  ^V^f      iBa?**'    In  situations  like  this,  the 

the  client's  emot^^i  skilled  counselor.    Besides  handling 

-sing  >PPropr^  . 

MEOKAL  FORMS 

Putting  time  and  effort  into  a  client's  initial  ™™~v.  u  , 

tion  frw  tKe'phX  ^   '  'thf  i    ^  that  transmit  informa- 

use  a  fandly  pracUce^lSi^,  ^Sflln?  Staff '    ^  pr°9rara  may 

that  may  be  helpfu'  it  i 'Lit!:  \  °  9  draf  ts  of  various  forms 
useful  ideas  abouttow  it  canTs^  *£°  8?0W.1**t  the  Pr°^  has 
yet  rerain  r^^^-S^^"  °*  °UniC  ^ 

be  an  integral  DIrt  or  ™L  Health  .Hazard  Appraisal  should 

exaT  S,  °f ■  6Very  con*rehensive  medical  history  and 

Hazarf  A6Land  1980>  desCribes  how  to  evlluke  ffiti  ' 

Hazard  Appraisal.    Although  the  traditional  medical  historv  form 
stresses  past  medical  illnesses  of  the  client  and  rh»  !^  -f 
family,  the  Health  Hazard  AppraisaV£^se1  ' 
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If  a  program  is  fortunate  enoutfi  to  fin^  a  physician  who  is  eager  . 
to  work  in  the  area  of  health  promotion  and  disease  prevention, 
all  the  better.    If  not  the  chapter  entitled  "Health  Promotion  for 
Chemically  Dependent  Women"  in  volume  II  of  this  book  sBbuld  be 
helpful.    It  provides  information,  resources,  and  references  on 
this  subject. 

The  main  purpose  of  designing  reporting  forms  is  to  document  and 
transmit  accurate  information  regarding  the  client1  s  health  status 
from  the  physician  to  the  program  staff.    One  of  the  basic  record- ^ 
keeping  styles  is, the  "SOAP"  method.    Each  letter  of  this  acronym  fl 
stands  for  a  different  part  of  the  medical  evaluation? 

•  Subjective:    The  problems  the  client  believes  she  has? 
her  chief  complaint.    This  is  usually  written  in  the 
client1  s  own  words— for  example,  "I  have  a  sore  throat 
and  a  fever."  / 

•  •  * 

•  Objective;  These  are  the  findings  the  physician,  physiT 
cian  assistant,  or  nurse  practitioner  observe 'during  the 
visit,  including  , 

*  1.    Family  and  individual  medical  history; 

2.  Vital  signs,  height,  weight,  blood  pressure, 
temperature; 

3.  Results  of  physical  exam;  and 

4.  ^  Lab  and  X-ray  results. 

The  objective  "findings  for  a  woman  Vrith  a  complaint  of 
sore  throat  may  iiflfhide  an  elevated  temperature,  fed 
swollen  tonsils  with  white  spots,  and  swollen  and  tender 
lymph  nodes  on  the  neck. 

•  Assessment;    This  is  the  diagnosis  or  statement,  of  the 
problem  or  problems.    Sometimes  more  information  is  needed 
to  make  a  definitive  diagnosis.    The  problem  should  be 
stated,  at  the  greatest  level  of  accuracy  possible  with  all 
the  information  currently  available.    If,  one  problem  may 
be  due  to  a  number  of  causes,  the  physician  will  then 
write  "RO"  or  "Rule  Out,",  and  then  list  the  causes  that 
need  to  be  evaluated  further.    "Rule  Out"  means  "consider 
as  a  possibility."   For  instance,  in  the  sore  throat  case, 
the  assessment  would  read: 

1.  Tonsilitis^-probable  strep" 
RO  Infectious  mononucleosis 
RO  Viral  tonsilittfs 

•  Plan:    This  includes  the  treatment  plan  and  delineate?, 
further  steps  that  need  to  be  taken.    In  some  situations, 
the  assessment  will  be  so  evident  that  a  clear  treatment 
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regiaen  Might  follow.    In. other  cases,  the  assessment  nay 
cell  for further  .  eValtM>tion.,d««and^hg  X-rays,  lab  .work,  or 
•JSSW^.'S*  specialists.    In  other  .situations,  the  physi- 

»«•  d««lnitiya  coursa  of  treatment  and- 
.  ""M.*****^*-*0  9«t  «ora  Information.   Continuing  with 
'  *^'»or«  throat  case,  the  phraician  w*ll  be  treating  what 
-  *£  «onsidarsd  «  strap  tohsililis  but  will  atiia  evaluate 
the  other  possibilities.  . 

l^picillin  250  mg  tab,  one  tab  every  6  hours  for  ^ 
10  days.  -  ... 

2.  Monospot  test  to  rule  out  mononucleosis. 

3.  -Complete  blood  count  with  differential. 

;  4. .  ttiroat  culture  to  confirm  streptococcal  infection. 

'  ^  /  •  . 

In.  this.  Way,  the*  physician  begins"  treating  what  s/he 
thix*s Vis  most  likely,,  a  strep  throat  but  still  explores 
the  possibility  that  it  might  be  mononucleosis. 

?* fVltiple:  jprobleis  are  found,  they  are  listed  separately  in  the 
assessment,  and  plans  should- be  listed  separately  for  each  problem. 

^  health  workers  keep.these  types  of 'records,  it  is  easy  for  a~ 
&*"&3F  to^iinderstand  what  is  going  on.    Program  staff  may  need 

^ician  'or  nur,e  Practitioner  to  take  the  time"  to 
write  the  -.terms  in.  longhand.  '  - 

X.^ician's  ccssaonly  used  abbreviations' can  be  found  in  a  medical 

SsW^S^*^**^         £ind  wt       ^ci'fic  abbrevia- 
tions  the^physician  uses.   For  example,  a  legend  typed  up  by  the 
Prolan's  office.may  look  like  tfcst  *  Y 

c?  m  with 

o  >;  without  1 
*f  •  one  x 
#  tyo 

.iir     three  * 

qd  «'d«ily  :\  * 

bid  -  twice  a  day 
tid  a  threa  times  a  day 
qid  ■  four  times  a  day  * 
HS  ■  hour  of  sleep  (at  bedt^aw ) 
Pp  *  orally 
XV  -  intravenously 
q  6  hrs  -  every.  6  hours  s 
X  «  times 

Othex'  Latin  terv*  and  abbreviations  are  included  in  appendix  Fa 
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When  a  physician  understands  that  these  forms  will  be  read  by  lay- 
persons who  are  genuinely  interested  in  assisting  with  the  medical 
care  of  the  patients,  s/he  mayibe  eager  to  be  more  informative. 
With  a  legend  of  commonly  used  abbreviations  and  cooperation  from 
the  physician,  interested  counselors  should  be  able  to  read  and 
understand  the  medical  forms*    One  rule  that  should  be  stressed: 
If  ycu  don't  understand,  ask.    Don't  guess  what's  in  the  record  or 
what  someone  meant.    The  medical  resource  library  suggested  earlier 
in  this  chapter  will  also  help  program  staff  understand  the  client's 
medical  conditions  and  prescribed  treatments.    The  physician,  nurse 
practitioner,  and  physician  assistant  can  help  staff  of  d rug % and 
alcohol  programs  in  selecting  the  most  useful  resource  books* 


MEDICAL  FORMS  £ 

Three  forms  are  included  here  to  dem\xwr£rate  the  kind  of  information 
that  should  be  transmitted  from  the  physician  to  the  drug  program. 
Explanation  of  each  form  and  its  abbreviations  follows. 

•  Medical  Form  #1:  Comprehensive  Physical  Exam  and  Medical 
History. 

•  Medical  Form  #2:  Laboratory  Tests  and  Results.  % 

•  Medical  Form  #3:  Acute  Medica?  Services. 

Medical  Form  tfl:    Comprehensive  Physical  Exam  and  Medical  History. 
Medical  Form  §1  is  a  detailed  outline  of  the  positive  findings. 

Although  the  physician  should  have  a  detailed  history  form  such  as 
that  in  appendix  E,  it  is  not  necessary  for  the  program  to  know 
the  specifics  outlined  in  the  history.    The  physician  should  tran- 
scribe important  positive  findings  to  this  medical  form.    The  fam- 
ily planning  history  is  important  in  a  population  of  chemically 
dependent  women...  Therefore,  this  medical  form  asks  detailed  ques- 
tions to  highlight  the  issue  for  the  physician  and  to  alert  the 
drug  program  counselor  of  any  difficulties  in  this  area.    Much  of 
the  responsibility  for  discussing  family  planning  may  re»t  with 
the  primary  counselor.    The  counselor  should  inform  thi  client 
about  birth  control  services  and  address  client  concerns  about 
pregnancy  and  birth  control  (see  chapter  7,  this  vojMme) . 

The  systems  listed  here  will  guide  the  physician  in  understanding 
the  type  of  physical*  exam  expected.    Most  of  the  notations  are 
self-explanatory,  but  some  of  the  terms  will  be  explained  here. 

•  Gen.  Dev.:    General  development. 

•  Dev.  Sep. t    Deviated  septum  in  the  nose. 

•  Tonsils  absi.  t    Tonsils  absent. 

•  Tonsils  path. :    Tonsils  pathological  (diseased). 
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MEDICAL  fOW  #1 

i  % 

COMPREHENSIVE  PHYSICAL  EXAM  AND  MEDICAL  HICTORY 


 _  CLIENT: 

DOCTOR; 

Please  report  all  positive  findings. 
I.  SUBJECTIVE 


!!•    OBJECTIVE  FINDINGS 
A.    HISTORY  . 

X.-  Medical  history  of  family  of  origin: 


2.    Client's  medical  history:    Please  indicate  whether 
illness  is  active  or  resolved. 


Family  Planning  History: 

Menstrual  history   

Presently  using  birth  control  method?  Type3" 

Has  used  birth  control  pills?        Type   " 

Duration      

Has  used  IUD?  Type  Duration 

Problems  encountered  with  IUD  or  pills  —  

Diaphragm  when  was  this  last  fitted?  

Condoms  Uses  foam  with  condomV   

Tubal  ligation    '  
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MEDICAL  FORM  #1  (continued) 


DATE: 


CLIENT  i 


II.     OBJECTIVE  FINDINGS 


B.    PHYSICAL  EXAM 

Legend:  WNL  =  Within  Normal  Limits ,  0  -  Absent ,  N.E. 
Not  Examined.    Abnormalities  should  be  described." 


Height   

Gen,  Dev. :  Thin 

Head  

Eyes   

Vision:  R   

Ears  '  


Weight 


Med 


Temp. 
Thick 


Obese 


Corrected:  R 


Hearing:  Right   

Nose  &  Throat:  Norm  

Tonsils:    Norm   Abs. 

Teeth  and  Gums   

Neck 


Left 
Spur 


Dev.  Sep, 


Path. 


Chest 


Breasts 
Heart  J_ 

Pulse   

Lungs   

Abdomen 
Hernia 


Pelvic 
External 


Vagina: 
Cystocele 
Rectocele 
Other 

Cervix   

Uterus   

Adnexa 


Rectovaginal 


Thyroid 


B.P. 


Palpable  Organs* 


2^'> 
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DATE: 


MEDICAL  FORM  #1  (cc-xtinued)  ' 
  CLIENT:     •  ' 


Back 


Extremities 


Patellar  reflexes:  R 

Skin  _   Acne  ^ 

Lymph  nodes:  Cerv^ 


Other  abnormal  findings 


Urinalysis 


ttefc  mount  for  vaginitis 
ASSESSMENT : 


Joints 


bracks   

Ax.      .  Ing. 


Abscesses 


PLAN: 


NOTOS  TO  PROGRAM:    Ways  in  which  program  staff  car  assist  in  the 
medical  plan. 


VOLLCWUP  APPOINTMENT:    YES    NO 

»  Date : 

«  - 

Place :   

*  Service: 


Time: 


4.    PHYSICIAN'S  SIGNATURE 
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•  B.P. :    Blood  pressure. 

\  < 

t       •    Palpable  organs t    Liver,  kidneys,  spleen. 

•  Cystocele:    Where  the  bladder  wall  prolapses  (falls) 
K  *  t    through  the  vagina. 

•  Rectocele:    Where  the  rectum  prolapses  through  the  vagina. 

•  Adncxas    Ovaries  and  fallopian  tubes  and  their  ligaments. 

•  Lymph  nodes  / 

Ax.:  '  axillary  (arm  pits).  .  t  ^ 

Ing. :    inguinal  (groin) . 

.  The  diagrams  are  sketches  of  the  breasts  and  cervix  (the  tip  of 
the  uterus  that  dips  into  the  vagina)  •    If  any  abnormalities  are 
found  with  the  breasts  or  cervix,  the  physician  can  draw  the  loca- 
tion, size  I  .and  appearance  on  this  diagram. 

One  section  on  the  form  is  called  "wet  mount."   Because  many  of  the 
women  will  have  abnormal  vaginal  discharges,  the  physician  should 
examine  the  discharge  under  a  microscope  to  make  an  accurate  diag~« 
nosis.    The  discharge  is  placed  on  two  microscope  slides,  one  with 
a  drop  of  saline  (salt  water)  solution  and  one  with  a  solution  of 
potassium  hydroxide.    These  slides  are  called  wet  mounts.  Tricho- 
monas and  bacterial  vaginitis  wi&l  show  up  on  the  saline  slide, 
whereas  monilia  yeast  infection  will  be  seen  on  the  potassium  hy- 
droxide slide.    If  the  diagnosis  of  vaginitis  is  made,  the  physician 
must  state  the  exact  nature  of  the  vaginitis,  if  known,  since  treat- 
ment will  differ  in  each  case.    The  assessment  will  then*  list  the 
problems  by  number,  and  the  plan  should  outline  the  activities  to 
be  carried. out  for  each  problem. 

*  The  "Notes  to  Program"  section  is  an  essential  part  of  this  form* 
This  space  gives  the  physician  the  opportunity  to  tell, the  drug 
program  counselor  exactly  what  s/he  can  do  to  assist  in  the  medical 
treatment  of  the  client.    This  assistance  can  take  many  forms,  such 
as  making  sure  that  the  client  takes  her  antibiotics,  helping  the 
client  make  followup  appointments,  or  spending  ,time  counseling  the 
client  about  a  specific  problem. 

Medical  Form  #2;    Laboratory  Tests  and  Results.  .  Since  medical 
form  #1  should  be  filled  out  during  the  comprehensive  .exam  and  re- 
turned to  the  program  via  the  health  advocate  at  the  end  of  the 
visit,  a  second  form  will  be  needed  to  transmit  the  lab  results 
'that  will  not  be  ready  for  a  few  days.    Medical  form  #2 .can  be 
"used  to  communicate  the  lab  result s^to  the  program.    Again,  a 
shorter  form  is  permissible  so  long  as  it  specifies  which  tests 
were  performed*    The  tests  listed  here 'are  those  commonly  used  in 
a  population  of  chemically  dependent  women.    Certainly,  it  would 
be  rare  to  require  all  the  tests  for  any  one  client*    The  decision 
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regarding  which  laboratory  tests  to' order  is  a  matter  of  clinical 
judgment  and  is  based  on  the  findings  from  the  physical  exam  and 
•the  medical  history.  ,t 

Ihe  physician  is  asked  to  n*te  the  exact  hematocrit  and  hemoglobin 
values.    Since  women  are  at  risk  for  blood  loss, and  anemia,  it  is 
important  for  each  woman  to  know  her  own  normal' value.    There  is  a 
wide  range  of  normals  J  and  a  woman's  blood  valuA  may  drop  but 
still  register  in  the  normal  range.    She  counselor  can  write  down 
the  client's  hematocrit  for  her,  along  with  her  blood  pressure  and  ' 
any  abnormal  f indingsV  that  must  be  followed. 

Medical  Form  #3:    Acute  Medical  Services.    Medical  form  #3  is  used 
when  the  client  sees  a  physician  for  a  specific  complaint,  such  as 
a  sore  throat  or  difficulty  with  menstrual  periods.    After  the  com-" 
prehensive  form  is  fillecj  out,  this  is  the  medical  form  that  will 
be  used  most  frequently  to  communicate  information  from  the  physi- 
cian or  specialist  to  the  program.  *  This  form  would  be  used  for 
the  woman  with  a  sore  throat  given  as  an  example  earlier  in  this 
chapter. 

using  these  forms  as  guidelines,  the  drug  program  and  the  physician 
can  develop  forms  tin  t  ref lect^theix  needs  as  well  as  the  unique  .  ' 
needs  of  their  client  population. 
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-       MEDICAL  FORM  #2  j  * 
LABORATORY  TESTS  AND  RESULTS 
DATE:   ,  CLIENT: 


DOCTOR: 


Legend:    WNL  =  Within  normal  limits,  NT  =  Not  tested,  P  =  Results 
still  pending 

Please  state  actual  hematocrit  and  hemoglobin  values  even  if  these 
are  withfn  nomal  limits. 


1.  Complete  blood  count  and  differential 

2.  ^  Pap,  smear 

3.  ,Wet  mounts  for  vaginitis 
'  4.  Gonorrhea  culture 

5.  Serologic  tests, for  syphilis 

6.  Routine  and  microscopic  urinalysis 

7.  Urine  screening  for  drugs 

8-    Chemical  screen  profile  (SMA  12/60) 
Liver  function  %J 
•Cidney  function 


Thyroid 

Electrolytes 

Other 

9. 

Tuberculosis  test 

10. 

Chest  X-ray 

11. 

Mammography  • 

12v 

Pregnancy  test 

13. 

Sickle  cell  test 

14. 

Australian  antigen 

15., 

Electrocardiogram 

16. 

Other  tests 

ASSESSMENT: 

PLAN: 


PHYSICIAN'S  SIGNATURE 
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MEDICAL  FORM  #3 
ACUTE  tfEDICAL  SERVICES 

DATE:  CLIENT:   

DOCTOR: 


Telephone  No* 
Address:   

SUBJECTIVE  FINDINGS:  * 
OBJECTIVE  FINDINGS: 


ASSESSMENT: 


PLAN: 


NOTES  TO  PROGRAM:    Ways  in  which  the  program  staff  can 
the  medical  plan. 


PHYSICIAN'S  SIGNATURE: 
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MTCNOIX  A 
KFERBICE  SOURCES 


MEDICAL  DICTIONARIES 

•  Dor  land's  Illustrated  Medical  Dictionary 

•  Gould  Medical  Dictionary 

•  Stedeman's  Medical  Dictionary 


GENERAL  MEDICINE  TEXTS 
* 

•  Textbook  of  Medicine,  Beeson-McDermott 

•  Principles  of  Internal  Medicine,  Harrison 


GENERAL  DRUG  INFORMATION  l 

•  United  States  Pharmacopeia  (USP) .    Provides  mongraphs  of 
official  drugs  describing  dosages,  uses,  and  information 
dispenser  of  drug  must  tell  patients;  gives  standards  for 
drug  manufacture. 

•  Physician's  Desk  Reference  (PDR).    Information  is  pro- 
vided by  manufacturers,  who  pay  to  have  drug  lifted. 
J/ists  therapeutic  uses,  doses,  side  effects,  and  contra- 
indications.   Contains  tablet  identification  (pictures) 
section.*    Is  cross-indexed  by.  brand  name,  generic  name, 
therapeutic  use,  and  manufacturer  name.  , 

c 

NONPRESCRIPTION  DRUG  INFORMATION 

•  Handbook  of  Nonprescription  Drugs.    Published  by.  the 
American  Pharmaceutical  Association,  discusses  nonpre- 
scription drugs  by  therapeutic  class.    Is  the  only  re- 
source available  that  lists  the  constituents  of  nonpre- 
scription products. 

•  The  Medicine  Show.  Published  by  Consumer's  Union,  it  con- 
tains a  glossary  of  medical  terms  and  chapters  on  informa- 
tion concerning  other  areas  of  consumers'  medical  interest 
(e.g.,  "Drugs  in  Pregnancy,"  "How  to  Stock  a  Medicine  Cab- 
inet," "How  to  Look  for  a  Family  Doctor"). 

PRESCRIPTION  DRUG  INFORMATION 

i*    The  Pharmacologic  Basis  of  Therapeutics,  Goodman,  L.S., 
and  Gilman,  A.,  eds.    6th  ed,  Macmillan,  New  York,  1980. 

•  The  Essential  Guide  to  Prescription  Drugs,  Long,  J. 
Harper  and  Row  Publishing  Co.,  New  York,  1980. 
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EVALUATION  OP  SYMPTOMS  OR  MEDICAL  PROEuEHS 


•  The  Common  Symptom  Guide,  Wasson,  J.    McGraw-Hill  Publish- 
ing Co,,  New  York,  1975.   ,is  diagnosis-oriented,  has  a 
clear  index  with  good  .cross-indexing* 

•  Take  Care  of  Yourself—A  Consumer's  Guide  to  Medical' Care. 
Vickery,  D.,  and  Fries,  J.    Addison-Wesley,  Reading,  Mass. 
1976.    Is  very  clear  and  Concise.    Contains  a  section  to 
keep  family  records.    Contains  chapters  on  areas  of  con- 
sumer medical  interest  (e.g.,  "The  Home  Pharmacy,"  "Reduc- 
ing Your  Medication  Costs") . 

JGUHNALS  - 

Journal  of  the  American  Medical  Association  K 

535  N.  Dearborn  Street  ~~  * 

Chicago,  111.  60610 

New  England  Journal  of  Medicine 
10  Shattuck  Street  " 
Boston,  Mass.  02115 

British  Journal  of  Addiction 

Longman  Group,  Ltd. ,  Periodicals  &  Directories  Division 
Longman  House,  Burnt*  Mill,  Harlow,  Essex  CM  20  2JE 
En  o/l  and 

Clinical  Pharmacology  and  Therapeutics 
11830  Westline  Drive 
St,  Louis,  Mo.  63141 

Journal  of  Psychedelic -Drugs 
STASH  Press 
638  Pleasant  Street 
Beloit*,  Wise.  53511 

Medical  Letter  of  Drugs  and  Therapeutics 

56  Harrison  Street 

New  Rochelle,  N.Y.  10801 

Science 

1515  Massachusetts  Avenue,  N.W. 
Washington,  D.C.  20005 

Quarterly  Journal  of  Studies  on  Alcohol 
Rutgers  University 

New  Brunswick,  N.J.    08903  * 

Law  and  Society  Review  < 
Law  and  Society  Association 
University  of  Denver,  College  of  Law 
200  W.  14th  Avenue 
Denver,  Colo.  80204 
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>    '  International  Journal  of  the  Addictions 
-  Marcel  Dekker  Journals  * 

>:      Jp.O^Boxy  11305 

^        Church  Street  Station  * 
New  York,  tf»Y«  10249 
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SOURCES  OF  MM         ON '  WYSCIA^ASStSTAMTS 

aMa  mmse  WAcnnotcus 

: 

.  'f 
t 

PHYSICIAN  *  ASSISTANT  INFORMATION  * 

J 

6  v  :. 

.American  Academy  of  Physician  Assistants 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Va;  22202 
(703);  920-5730 

<*  .  ■  - 

>    *                                                                               ,                                                                             X  ' 

National  Commission  on  the  Certification  of  Physician  Assistants 
3384  Peachtree  Road,  N.E.,  Suite  560 

Atlanta,  Ga.  % 
v  (404)  261-1261 

State  Board  of"  Medicine,  usually  located  in  the  State  capital 

*  * 

;  i 

^  / 

State  Physician  Assistants'  Association  (names  and  addresses 
available  from  the-  American  Academy  of  Physician  Assistants) 

» 

1* 
**,  * 

Primary  Care  Education  Branch 
Division  of  Medicine 
Bureau*  of  Health  Manpower- 
Health  Resources  Administration 
U.Si  Department  of  Health  and  Human  Services 
3700  East-West  Highway 
Hyattsv.ille,  Md.  20782 
(301)  436-7350 

*  si 

*  X 

,  I 

NURSE  PRACTITIONER  INFORMATION 

\ 

I  * 

I- 

American  Nurses  Association  i 
2420  Pershing  Road  / 
Kansas  City,  Mo.    64108  ) 
(816)  474-5720 

\ 
t 

t 
"t 

h 
?  *' 

„ 

■?  * 

National  League  for  Nursing 
10  Columbus  Circle 
New  York,  N.Y.  10019 
(212)  582-1022 

r 

State  Board  of  Nursing,  usually  located*  in  State  capital 

r 

< 

State  Nurses  Association,  usually  jocated  in  State  capital 

» 

»  < 

r 

• 

J*  - 
« 

■r?  ~\ 

J43 

1 

!■  ERJC  . 

iH 

;NP  Training  Section 
Division  of  Nursing 
Bureau  of  Health  'Manpower 
Health  Resources  Administration 
U,s;  Department  of  Health  and  Hunan  Services 
3700  Bast-West  Highway,  Room  3-41  . 
Hyattsvilief.*Ma.    20782  . 
Ooi)  436-6670  s 
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MOKtt  AUTlClEt,  AND  PUBLICATIONS  ON 
PHYSICIAN  ASSISTANTS  AND  NURSE  PRACTITIONERS 

t  SELECTED  .BOOKS  AND  ARTICLES 

McDougle,  M.,  et  al.  *  Nurse  Practitioners  and  Physician  Assistants 
in  Drug  Abuse  Treatment,    Research  Triangle  Park,  N.C.;  Research 
Triangle  Institute ,  July  1977,     (NIDA  Contract  No,  271-75-1016) 

i 

National  Health  Practitioner  Program  Profile — av&ilable  for  $7,50 

from  Association  of  Physician  Assistant  Programs,  2341  Jefferson 

Davis  Highway,  Suite  700,  Arlington,  Va.  22202, 
*  •  * 

Bliss,  A.A. ,  and  Cohen,  E.D?,  eds.    The  New  Health  Professionals; 
Nurse  Practitioners  and*  Physician's  Assistants,    Germantown,  Ma,: 
'Aspen  Systems  Corporation,  1977.     (Contains  "Quality  of  PA  Per- 
formance in  a  Health  Maintenance  Organization,"  by  J,C,  Record, 
A,V,  Hur*do,  and  J.E.  O'Bannon.) 

-Lawrence,  D.  physician  assistants  and  nurse  practitioners:  Their 
impact  on  health  care  access,  costs,  and  quality.  Health  and  Med- 
ical Care  Services  Review,  1:1-12,  1978, 

.  Schneller,  E.  The  Physician's  Assistant,  Lexington,  Mass.:  D*C, 
Heath,  1978, 

'System  Sciences  Inc.    Physician  Extenders:    Annotated  Bibliography, 
Washington,  D,C:    National  Center  for  Health  Services  Research^, 
1976.     (NTIS  No.  PB-264-730) 

Spitzer,  W.O. ,  et  al.  The  Burlington  randomized  trial  of  the  nurse 
practitioner.    New  England  Journal  of  Medicine,  290:251-256,  1974. 


JOURNALS  AND  PERIODICALS 

American  Journal  of  Nursing 
Business  and  Editorial  Office 
10  Columbus  Circle 
New  York,  N.V.  10019 

Journal  of  Continuing  Education  in  Nursing 
Ms.  Kaye  Coraluzzo,  Managing  Editor 
Charles  B.  Slack,  Inc. 
600  Grove  Road 
Thorofare,  N.J.  08086 

The  Nrrse  Practitioner 

Health  Sciences  Media  and  Research  Services 
109  W.  Mercer  Street 
Seattle  ,t  Wash.  98119 
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The  PA  Journal:    A  'Journal  for  New  Health  Practitioners 
American  Academy  of  Physician  Assistants 
2341  Jefferson  Davis  Highway,  Suite  700 
.Arlington,  Va,  22202 

Health  Practitioner/Physician  Assistant 
F  £  F  Publications 
'515  Madison  \ Avenue 
New  York,  N.x.  10022' 
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SAMKE  nOGRAM  MSTRUCDONS 

'  *•  I  "  *  * 

'  ^  *  *  HOW  T?  APPLY  FOR  MEDI-CAL 

*      ,  <~~t*  ~ — ~ ~ ^ ""^ 

encourage  everyone  to  apply  for  Medi-Cal.  even  if  you  think 
~that  you  make  "too  much  money"  to  qualify,    m  addition  to  per- 
-  sons  whose  income  is  classified  as  being  on  the  "poverty'  level," 

people  whose  income  is  two  times  this  level,  or  possibly  more,  * 
,  can  still  obtain*  partial  Medi-Cal  benefits.    This  is  obtained  by 
'  paying*  a  sliding^scale  of  fees  to  Medi-Cal  each  month  to  obtain 
your  card.    This  would  be  similar  to  paying  a  small  amount  each 
month,  for  complete  health  care  insurance — and  possibly  much  better 
coverage",  because  unlike  with  most  health  insurances,  there  is  'no 
deductible  to  meet  or  uncovered  difference  to  pay. 

f 

The  Medi-Gal  office  is  located  at  1040  Emeline.    If  you  do  not  own 
a  car,  you  can  get  there  by  takinq  bus  #8/which  runs  every  hour. 
1040  Qneline  is  just  before  Odcduv  Kospital, *which  is  the  end  of 
the  line  for  bus  #8,  before  it  turns  around  and  retraces  its  route. 
The  hours  of  the  Medi-Cal  office  are  basically  8:0075:00  Monday- 
Friday. 

You  arrive,  go  in  the  door,  and  cheolc  in  with  the  receptionist. 
She  will  give  you  forms  to  fill  out  regarding  your  income,  debts, 
and  other  economic  information  to  determine  if  you  are  eligible  for 
Medi-Cal..  In  order  to  verify  your  income,  the" social  worker  will 
ask  you  for  paycheck  stubs  or  for  a  receipt  if  you  get  paid  :.n 
cash.    It  is  also  a  good  ir^a  to  take  along  a  rent  receipt.    If  4 
you  forget  to  bring  these,  you  will  be  asked  to  brA4ig  in  or  mail 
them  to  your  social-  worker,  usually  within  about  30  days.  You. 
will  get  a  computerized  letter  reminding  you  of  this  also. 

After  you  have  filled  out  your  forms,  you  will  turn  .hem  in  to  the 
receptionist  and  wait  until  a  social  worker  is  free.    Sh-?  then 
goes  over  your  forms,  has  you  sign  some  papers,  and  can  generally 
tell  you  on  the  spot  if  yoju  qualify. 

If  you  need  a  card  right  away  (e.g.,  within  the  next  2  weeks), 
tell  ther  social  worker:    "I  have  to  see  a  doctor  right  away,  and  I 
have  already  made  an  appointment  for  tomorrow^  The  doctor  will 
not  see  me  unless  I  bring  my  Medi-Cal  sticker,    can  I  please  get 
an  emergency  card  today?"    If  you  need  an  emergency  carti,  try  to 
arrive  at  the  Meui-Cal  office  by  at  least  2  p.m.  because  it  will 
take  you  an  hour  or  two  to  go  through  all  the  regular  paperwork, 
and"  if  an  emergency  card  has  to  be  typed  up,  it  will  take  even 
longer.    You  will  be  handed  a  temporary  card  that  day.    your  next 
card  will  be  mailed  to  you. 

Each  month  you  have  to  be  recertified  for  Medi-Cal.    A  form  will 
be  sent  to  you  to  fill  out.    It  is  important  that  you  fill  out  and 
return  this  form  right  away,  or  you  will  be  automatically  dropped 
r 
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from  thm  Medi-Cal  program  and  have  to  go  hack  in  to  the  Medi-Cal  1 
office"  to  git  back  on.  ' 
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AffEMX,  E 

SAHPUE  MEDICAL  WSTORY  FORM 


SHGSPXEAD: 
Cot*rthtns1w  Htilth  Sarvlcis  for  Ubiwn 

CO«fIDPfriAl  HCALTX  HISTpHY 

A  knowing*  pf  your  ptrsontl  Nilth  history.  Including  fa«11y  history  and  habit  oatttrns. 
is  nost  -Porunt  in  minting  your  htilth.   Pltui  co*litt  thl™ SfflmSl  fom  « 
£?P^V^^^  -y  *  "*   "^J"  orrtTtptW  wi„ 

 :  otti 

Addrtss  .  ;   ^  

phortt  Mtsugt  or  Wort  Phont  


*»•   *tt  pf  Birth  _j   feet  {Optional) 

Parson  tP  contact  In  cist  pf  tatrgtncy:  


 _   Mdrtn  Ptlatlonshlp  

will  bt  rtspocslblt  for  your  Mill   Do  you  Km  Insuranct? 

mm  of  1n$««r»tJc«  m   Policy  I   Group  #  

"""•Ctl  #  1  *9d1cirt  #  Joe  stc  I      .    '  . 


fMOn  pf  rg{5;   'ayatnt  for  atdlctl  strvlcts  Is  &j*  on  tha  day  of  your  appolntatnt. 

jy^1  P'jW:  *yoar  P0€  stlckar  for  tht  currwi  s<with  btfort  you  ctn 

NjitnT^p^trt  tllilFle  for  AtdLCal.  or  think  you  Aght  bt.  wt  ht«  «n  InforMtlon 
fhttt  which  will  htlp  you  In  applying.  tf  you  nttd  to  bt  s«tn  night  my.  you  cs.«  gtt  « 
Mtdl-Cil  Mtrgtncy  card  on  tht  day  you  ipply.  r  ' 

HtdUCtl/Wtdtcirt  Pitttnttg  Wt  just  have  yoor  POE  stlcktr  for  tht  current  *>nth  as  will 
as        signature  on  tht  ModlcirTTom.  and  your  Htdtcart  r****r. 

Htdlcirt  fatltnts:  Wt  wst  hivt  your  Midi  cart  nuabtr  «nd  your  slgnaturt  on  th*  Ktdlcirt 
ton. 

Othtr  Intunnct:    It  Is  tht  pit  font's  rtioonslblllty  to  bill  har  own  Insurinct.  to  will 
bt  glad  to  profldt  you  with  tht  Information  ntctssiry  fro*  tht  physician  In  ordtr  to 
subtlt  your  Insurinct  dais. 

tftft  art  tht  rsisons  for  your  pnstnt  visit?  (What  Is  bothtHng  you?  -  chtst  pain, 
backicht.  irdigtstion.  ttc.?) 


Plust  list  iny  sptclflc  qutstloos  you  would  Hkt  to  isk  our  cllfllclin: 
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PAST  HISTORY 


Us 

No 

Hive  you  ever  hid: 

far  health 
Center  Us» 

91 I betes 

HtQh  blood  pressure 

nearr  mreajr 

t 

Het,rt  ittJCk  ' 

* 

High  che'eiteroi 

Seizures 

Strode 

AstftJM 

Eapftyseai 

Hty  re«er/*1nuS 

.Ulcers 

Hewnls 

Thyroid  problea 

Artnrlf.s 

Aneall 

Veneral  disease 

Urinary  infection 

Cancer 

Breast  turn* 

Abnormal  ?AP  iatir 

Oryg  abuse 

Depression 

Psychotherapy 

Uterine  infection 

Kidney  disease 

Tuberculosis 

Varicose  veins 

OTHER  MAJOR  IIWESS  OR  INJURY 
(Conditions  which  lasted  for  ewct  than  a 
few  days  or  which  prevented  *ork  or  "usual 


fe«r 

Whit  Illness/Injury 

ORUG  ALLERGIES  OR 
SEVERE  REACTIONS 


NONE  □ 


Prog. 


Tear  1     What  hapn«n«d? 


DRUGS  CURRENTLY  TAKEN 


NONE  □ 


DrvKT 

How  Often? 

Whit  for?  . 

STATEMENTS  DESCRIBING  YOUR  USE  OF 


Buy  medication  on  ay  own  to  treat 
nvself 

Never  take  indications  unless 
prescribed 

Usually  want  a  Dedication  prescribed 
for  ay  Illnesses 

Willing  to  try  non-drug  treatments  < 

Strongly  prefer  non-drug  treatments 

Never  take  drugs  or  only  as  last 
resort  | 

SURGERY  AND  HOSPITALIZATIONS 

(Do  not  Include  emergency  room  visits 


Year 

Why  hospital  1  red/What  suroery 

25 
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KNSTEUAL  HISTORY 


Age  periods  began: 

 (tg«) 

• 

Spacing  of  periods: 

K 

(1  diyf  frm  1st  day  of 

„     ont  U  1st  day  Of  MKt) 

days 

Duration: 

(#  dayt  of  bletOIng) 

C4VS 

Awunt  of  flow:  A 

 light 

•  ooderate 

heavy 

f     -  * 

Scvtre  »enstrual  cra*»:* 

no 

(  Aft  periods  stopped: 

 (*ge) 

81RTH  COtfTROL 

SHQKlHG  HISTORY 


iCJOSf  birth  control  jurrently 

»icn  xthod?  "  

Previous  Methods:  


QOo  not  use  birth  control 

08STCTRtCAl  Ml  STORY  

Hu«6tr  of  tlMcs  pregnant: 
NuMber  of  full  ttm  cables:. 
JMotr  of  prcMturt  babies':' 
Nuattr.of  abortions/Miscarriages: 
Nuaber  of  living  children: 
Nu»ber  of  stillborn  babies: 


HEALTH  BELAUD  HA8ITS  

1  Average  I  hcurs  slttp/nlght:  « 
;    □«  or  less  Q7  {J&  Q  ?  or  nore 
Oo  you  eat  breakfast? 
lZ  Rerely/sonetlees 

□  Oally/tloost  dally 
Oo  you  eat  between  aetls? 

3  Rartly/sppeUyes 

□  Del  ly^yttdaxTy^ 
How  Mjcjf'exexlst  d&Ai  get? 

^  If  ten  /gorous 
Q  tf^tPao-i  irate 
Q  Sometimes  exercise 
[j  Never  exercise 


_  Stoking  cigarettes  currently 

Ricks/diy  

Y««r  ttartt3 

,  {3  Stopped  sacking  cigarettes 

Year  started  * 

itir  stopped 

Picks/day  when  sicked   © 

GT  Sooke  Pipe  or  clgarsnow  /  1n"past  Q 

Z?5"0**  «ar1Juana  now  /  In  oast  Q 

[jSMoker  In  household^ 

i    Never  sacked 

C   

ALCOWOL  USE  


QOo  not  drink  tlcohol  currently 

.□Currently  drink  (even  occasionally) 

How -often:  Qtess  than  1  dr1nk/«nth 

□  1  -  3  drlnks/ncnth 

Hi  •  3  drinks/week 

|  C  1  *  3  drlnks/diy 

How  aany  drinks  do  you  have  at  one 
, tine?  r 

□  \  pr  2  drinks       (One  'drink"  • 

;  □ioY4<r,nkS' 

1     Q5  or  qore  drliiu     shot  Mquor) 


How  Is  you*     rrent  weight? 

□  Uro\?rv*l  .at  [j  SI  ightly  overweight  J 
[j  Normal         □  Considerably  overwt. 

Sexual  relations  satisfactory?  [~Yes  Oto 
Would  you  like  to  talk  with  sooeone 
•bout  this? 

Oo  you  drink  coffee: 

□  ves  □  No      ♦  cups/diy  

List  any  chemicals,  dust  funes.  or 
haztrds  v  *n1ch  you  are  exposed  In  your 
present  occupation: 

Your  current  life  situation  (both  wort 
tnd  personal  Is: 

O  Mildly  Stressful  □  Severely  stress 
□  Moderately  stressful 
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SYMPTOMS 

(Please  check  If  /ou  nave  or  nave  had  an 

y  of  the  followinq  svnotoaa.l 

So- 
•  now 

Past 

Often 

Synpton 

Mow  I  P»it 

■ 

Coughing  blood 

j  

Constipation 

j 

yam  pfncn  Bf4IK!nQ 

Hecaorrhoids 

Chest  pain  when  breathing 

j  

Bowel  habit  change 

Leg  pain  when  walklnq 

Indigestion  ^* 

Breast  lus^ 

Excess  belching 

Excess  gas 

Vomiting  blood 

Abdoninal  pain 

0on*t  tolerate  hot  weather 

Trouble  tWJtl  lftwtrui 

Oon't  tolerate  cold  weather 

Trouble  walklnq 

Persistant  hoarseness 

faintlnq  spells 

Painful  urination 

Passlnq  Out 

» 

Frequent  urination 

Convulsions  • 

Involuntary  urli  ..Ion 

Nlqht  urination 

Pa  ra  1  ys  1  s 

Vaginal  discharge 

Chanqe  in  sole 

Painful  intercourse 

fton -hea  1  i  r*q  sore 

Infertility 

01 zzintit 

Joint  wins 

He a da che 

8ackache 

Double  vision 

Nervousness 

Ear  trouble 

Excessive  worry 

Nose  trouble 

Trouble  sleeping 

Chronic  COuqh 

Trouble  with  naaory  

Couqhirq  phteqs 

Trouble  concentrating  

Swollen  ankles 

Depression 

Abnoraal  bleeding 

Crying  soells 

Frequent  bloody  nose 

Feelings  of  worthlessness 

• 

Shortness  of  breath 

Wheezing 

Weakness 

Mornlnq  couqh 

Tiredness  on  awaking 

Miqht  sweats 

Nuwoness 

Nausea  * 

Skin  trouble 

'/cmitinq 

Spot t Inn 

Blood  in  stools 

Spotting  after  sexual  relatiu 

ns 

Olarrhea 
Swelling 

1 

Bleedlnq  after  senopause 
Fluid  retention 

1 
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HCAITH  HOWtTCfiiMS 


«h4t  ¥*$  the  yeer  of  your  list. 

IttaRtif.sMt:  w_ 

Pip  i«ar-  19 
Sr*at  fx  AS  by  osdlUl 

frtct1o.*r:  19_ 

fesaocru:  <•  19 

T8  skin  test:  *  J9_ 

Cceplet*  checkup:  19 


CtlCHT  PUASE  SOTC:    After  yo«  h«ve 
Nmsneo  miing  «Jt  these  foras. 
plewe  50  beek  in*  circle  those 
Ueas  which  ire  gf  the  «ost  concern 
to  you. 


FAMILY  HISTCgT 


ff*  d 

(i  / 

/  /  ? 

— T~~* — 7=  t  ' 

i  !$(<•* tf£uifS\ 

Dltbetes 

High  blood  PWJurt 

— j— 

— i        '  J — i 

H — !  1 

H*irt  trouble 

1 

1 

Ke«rt  mack  before  35 

! 

1 

1   i  1 

Mien  cholesterol              !  j 

!  • 

Stroke                          |  ! 

1 

H  1 

GUuccasft    *                     {  { 

8re«t  cincer                 (  ! 

H  ! 

Asthma                           1  j 

1 

Kayfever  j 

j 

*•  I 

\ 

I 

Tuberculosis                   !  1 

Kidney  Olseis*                i        |  j 

i 

! 

Htnul  retardation           J        1  j 

 S  

 1  -4 

KenUl  illness  1 

r  ; 

I 

Suiclee       %  III 

 1  

1 

1  ; 

Alcoholism  i 

V    1  1 

j  — 1 

l 

Cruo  tbuse  j 

\  1  i 

1 

Other  cancer  (specify)*    I        1  1 

1 

.  i 

A  genetic  disuse             i        !            •   »  r 

! 

! 

llvln?  .  current  >$e        |        j       j       j  j 

1 

Oectased  -  ac.e  at  death    !       J  1 

 ^  '  '  1 

! 

!  j 

i 
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LATH  TERMS  AND  ABBREVIATIONS 


The  following  Latin  terms  and  abbreviations  are  these  that  appear 
most  frequently  on  prescriptions. 


Term  or  Abbreviation  Latin  English 


a. a. 

ana 

ante  cibos 

of  each 

a.c. 

before  meals 

ad 

ad 

to,  up  to' 

aqua 

aqua 

water 

b.i.d. 

bis  in  die 

twice  a  day 

dentur  tales  doses 

dentur  tales  doses 

give  pf  such  doses 

d.t.d.  . 

dentur  tales  doses 

give  of  such  doses 

gtts 

guttae 

drops 

h.s. 

hora  somni 

at  bedtime 

non  repetatur 

non  repetatur 

do  not  repeat 

o.d. 

oculo  dextro 

in  the  right  eye 

o.s. 

oculo  sinistro 

i:i  the  left  eye 

o.u. 

oculo  utro 

each  eye 

p.c. 

post  cibos 

after  meals 

p.r.n. 

pro  re  nata 

as  occasion  arises 

q- 

quaque 

every 

q.d. 

quaque  die 

every  day 

q.i.d. 

quater  in  die 

4  times  a  day 

q.s. 

quantum  sufficit 

as  much  as  suffices 

sig. 

signa  ' 

write 

stat. 

statim 

immediately 

tales  doses 

taies  doses 

such  doses 

t.i.d. 

ter  in  die 

3  times  a  day 

u.d. 

ut  dictum 

as  told,  as  directed 

ungt. 

unguentum 

ointment 

ut  diet. 

ut  dictum 

as  told,  as  directed 
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7. 

for  the  Treatment  of  Drug 
Dependent  Womj 

Joseifr  Mondantro,  M.D. 


Research  has  shown  that  drug  dependent  women,  particularly  heroin 
addicts  living  in  the  street  drug  culture,  are  at  high  risk  to  de- 
velop infections  and  disorders  of  the  reproductive  system.  Drugs 
can  affect  the  reproductive  system  in  many  ways,  causing  irregu- 
larities and  unwanted  pregnancies  that  often  lead  to  serious 
health  problems,    tf  taken  during  pregnancy,  psychoactive  drugs  , 
are  also  likely  to  affect  the  fetus.    Although  congenital  abnor- 
malities occur  primarily  during  the  early  months  of  pregnancy, 
some  drugs  can  affect  fetal  growth,  postnatal  behavior,  and  mental 
performance  of  the  newborn  when  exposure  occurs  during  later 
stages  of  pregnancy  (Thornburg  and  Moore  1976) . 
\ 

This  chapter  will  acquaint  the  reader  with  (1)  health  problems  and 
concerns  associated  with  the  reproductive  system  of  the  chemically 
dependent  woman  and  (2)  the  options  and  treatment  alternatives 
available  to  these  women.    The  purpose  of  this  discussion  is  to 
increase  awareness  of,  concern  for,  and  attention  to  women's  re- 
productive health  needs.    Clinicians  who  work  with  chemically  de- 
pendent women  are  in  a  unique  position  to  advance  knowledge,  pro- 
mote prevention  methods,  assure  proper  testing  and  evaluation 
procedures,  help  women  identify  and  select  alternatives  (e.g., 
birth  control  and  treatment  protocols),  and  monitor  treatment. 

A  study  by  Andersen  (19' 7)  found  that  43  percent  of/drug  dependent 
women  had  gynecological  abnormalities  at  intake  and  that  56  per- 
cent of  the  women  developed  such  problems  during  treatment.  In 
Detroit's  Hutzel  Hospital  Pregnant  Drug  Addict  Program,  81  percent 
of  the  women  developed  vaginitis  and  24  percent  had  abnormal  Pap 
tests  during  treatment  (Stryker  1979).    Physicians,  nurse  practi- 
tioners, and  physician  assistants  may  not  be  aware  of  many  of  the 
special  health  needs  of  drug  dependent  women.    Therefore,  coun- 
selors should  share  the  information  in  this  chapter  not  only  with 
clients,  but  also  with  health  practitioners  who  are  treating  cli- 
ents.   Counselors  should  also  monitor  health  services  to  assure 
that  the  client  has  not  inadvertently  been  prescribed  a  drug  that 
is  contraindicated.    Drug  dependency  programs  that  serve  women  are 
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urged  to  design  client  training  programs  and  health  seminars  on 
these  issues,         the  materia)  is  presented  in  clear  and  simple 
terms,  women  will  become  better  informed  about  their  own  health 
needs  and  oecome  less  dependent  on  health  care  providers.  Train- 
^g  P^gg"8  can.JtjfP  address_therapcutic  issues  as  women  begin  to 
"tear-wifeh-pre\>  vancy  plannin.  "  prostitution^birth^  control,  rape, 
venereal  disease,  and  abortion. 

The  following  topics  related  to  women's  health  will  be  discussed 
in  this -chapter:  • v   .  ^ 

•  Establishing  gynecological  services; 

•  Resistance  to  medical  treatment; 

•  Infertility; 

•  Pelvic  inflammatory  disease; 

•  Planned1  pregnancies; 

•  Birth  control r    Concerns  for  drug  dependent  women; 

•  Unplanned  pregnancies; 

•  Infections  of  the  reproductive  tract;  and 

•  Cervical  cancer. 


The  counselor's  roles  .in  working  with  drug  dependent  women  and 
health  professionals  are  discussed  in  detail  in  chapter  6.  Topics 
highlighted  here  represent  specific  areas  in  which  the  chemically 
dependent  woman  will  have  unique  treatment  problems. 

ESTA0USMNG  GYNECOLOGICAL  SERVICES 

Gynecological  services,  including  family  planning,  arean  integral 
part  of  the  initial  intake  exam  for  drug  dependent  women.  Clini- 
cal experience  indicates  that  these  services  are  also  needed  on  an 
ongoing  basis  while  women  are  in  treatment,    it  is  hoped  that  tie 
drug  treatment  program  will  contract  with  a  health  provider  who 
^ can  perform  the  entire  general  physical  and  gynecological  exam  at 
the  same  time-    If  this  cannot  be  arranged,  the  orogram  will  have 
to  locate  a  resource  for  gynecological  care.     It  should  be  noted 
that  many  family  planning  clinics  give  only  birth  control  exams 
and  advice,    in  this  situation,  should  a  woman  need  treatment  for 
vaginitis,  sexually  transmitted  diseases,  and  other  gynecological 
difficulties,  she  would  have  to  go  to  yet  another  health  care  pro- 
vider.   This  fragmentation  of  services  is  not  only  costly  and  in- 
convenient, but  may  lead  to  an  error  in  treatment.    For  example, 
one  chemically  dependent  woman  was  being  treated  for  hepatitis  by 
her  general  practitioner  w'.iile  her  family  planning  clinic  dis- 
pensed birth  control  pills  to  her.    The  family  planning  clinic  did 
r.ot  know  that  the  woman  had  hepatitis.    Birth  control  pills  are 
contraindicated  in  clients  who  have  active  liver  infections  such 
as  acute  infectious  mononucleosis  or  hepatitis. 

To  avoid  this  type  of  problem,  programs  should  try  to  work  with  ■ 
health  cars  providers  who  can  deliver  comprehensive  primary  medi- 
cal care.    If  this  is  not  possible,  the  second  best  situation  is  a 
provider  of  all  gynecological  services  including  family  planning. 
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"The  third  'solution  would  be  to  have  separate  providers  for  general 
nredical  care,  gynecology,  and  family  planning ♦    Chapter  6  outlines 
approaches  to  locating  and  establishing  comprehensive  health  care 
services.    Should  the  program  need  to  establish4  separate  or  back- 
up gynecological  and  family  planning  services,  the  following  re- 
sources„are,-typicalIy„available_in-most^conmunitiec,:__t^   .  

•  Private  practitioners:    gynecologists  or  family 
'  practitioners;  / 

•  Family  planning  clinics  of  the  county  or  city  public 
health  departments; 


•  Obstetrical/gynecological  outpatient  departments  of  s 
teaching  hospitals,  city  or  county  hospitals, t and 

'  private  hospitals;  »'  \ 

•  Planned  Parenthood  clinics;  and       ,  / 

/ 

•  Women's  Health  clinics. 

The  functions  of  health  care  coordination t and  health  advocacy 
become  even  more  essential  whei.  the  client  must  see  multiple  pro- 
viders.   All  the  medical  forms  discussed  in  chapter  6  can  be  used 
with  gynecological  and  family  planning  service  providers.  The 
treatment  program  is  still  responsible  for  making  appropriate  re- 
ferrals, assessing  attendance  at  medical  appointments,  following 
through  on  medical  treatment — assuring  compliance,  and  assuring 
that,  where  necessary,  the  client  keeps  the  followup  appointment. 
The  health  coordinator,  program  nurse,  or  counselor  should  make 
sure  that  the  client  understands  the  diagnosis  and  prescribed 
treatment.    In  one  clinic  the  chemically  dependent  woman  returned 
to  the  physician,  saying  that  she  could  not  finish  the  prescribed 
9      treatment  for  vaginitis  because  /the  pills  gave  her  a  stomach  ache* 
The  medication  was  vaginal  suppositories,  which  weie  supposed  to 
be  inserted  vaginally,  not  swallowed.    Had  the  program's  counselor 
ov  nurse  discussed  this  treatment  with  the  client  as  soon  as  she 
returned  from  the  physician's  ot'tice,  the  misunderstanding  and 
stomach  pain  coul£  have  been  avoided. 

Programs  should  not  underestimate  the  amount  of  time  and  effort  it 
will  take  to  communicate  these  delicate  medical  issues  to  their 
clients. 

L  / 

Once  the  formal  linkages  are  established,  it  will  be  important  for 
tbe^drug  treatment  staff  to  educate  the  health  providers  as  to  the 
^special  needs  of  drug  dependent  women.    Conversely,  staff  from 
family  planning  clinics  might  be  invited  to  give  presentations, 
^participate  in  the  training  of  treatment  program  staff,  and  pro- 
vide information  to  client  groups*    Family  planning  educators  and 
counselors  can  discuss  the  anatomy  and  physiology  of  reproduction, 
the  advantagss  and  disadvantages  of  contraceptive  methods,  and 
basic  education  in  human  sexuality.    Treatment  programs  interested 
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in  family 'planning  training  resources  could  contact  the  family 
planning  institutes  in  their  respective*  regions  (see  appendix  *A)  . 


RESISTANT  TO  MEDICAL  TREATMENT 

Drug  dependent  women  may  be  reluctant  to  discuss  family  planning,. 
Considering  the  inadequate  and  often  inappropriate  gynecological 
care  many  of  these  women  have  received,  this  resistance  is  under- 
standable.   For  instance-;  a  physician  in  a  correctional  institu- 
tion refused  to  do  pelvic' exams ,  so  every  woman  who  complained  of 
a  vaginal  discharge  was  given  the  same  type  of  vaginal  cream  re- 
gardless of  the  true  cause  of  her  discharge.    Another  physician, 
who  believed  tt at  heroin  dependent  women  should  not  have  children, 
recommended  removal' of  a  woman's  fallopian  tubes  and  uterus  when 
she  developed  an  infection  of  the  fallopian  ^ubes.    Most  physi- 
cians treating  a  general  population  would  attempt  to  save  a  pa- 
.  tient's  uterus  and  fallopian  tubes  by  administering  oral  anti- 
biotics or  administering  antibiotic^  intravenously  in  a  hospital. 

A  NIDA-supported  study  (Ryan  1978)  of  10  U.§.  hospitals  indicated 
that  obstetricians  and  gynecologists  find  it  difficult  to  treat  - 
drug  dependent  women.    For  example,  the  study  showed  the 
following: 

/     p   Obstetricians  generally  find  that  it  is  more  difficult 

to  perform  pelvic  examinations  for  pregnant  addicts  than 
it  is  for  drug-free  women.    They  report  that  addicted 
women  find  the  examination  more  painful,  either  because  * 
they  have  a  low  pain  threshold  or  because  they  are  more 
likely  to  have  infections  in  the  pelvic  area  that  cause 
discomfort  during  the  examination.    Consequently,  it  was 
r  concluded  that  special  care  and  patience  are  necessary 

during  examination  of  pregnant  addicts. 

•  Six  of  seven  obstetric  staffs  indicated  that  care  of  the 
pregnant  addict  takes  longer  to  deliver  than 'for  compar- 

(  able  drug- free  women. 

•  Staff  at  all  of  the  hospitals  visited  indicated  that  some 
of  the  resident  obstetricians  are  openly  hostile  to  and 
clearly  dislike  pregnant  addicts.    In  two  instances,  ob- 
stetricians said  they  believed  all  addicts  should  be 

 — .sterilized*.  „     _  


Women  have  experienced  painful  and  degrading  pelvic  exams  from 
physicians  who  have  biased  attitudes  toward  prostitutes  and  heroin 
addicts.    Some  physicians  are  motivated  more  by  their  moralistic 
attitudes  than  by  good  medical  practice  (Coopers cock  1971)  These 
prior  bad  experiences  make  it  imperative  that  the  counselor  cr  the 
nursing  staff  prepare  the  client  for  gynecological  exams  an:?  dis- 
cussions of  birth  control.    Selecting  a  supportive  health  care 
provider  and  having  a  health  advocate  accompany  the  client  to  the 


ERLC 


261 


270 


medical  exam  can  help  alleviate  the  client's  fears  (see  chap- 
ter 6) . 


HfERTHJTY 

Hero in -dependent  women  often  assume  that  they  are  infertile  and 
therefore  do  not  practice  birth  control  (Blinick  et,al.  1969). 
This  belief  is  probably  due  to  the  fact  that  more  than  two-thirds 
of  heroin  dependent  wo^en  experience  a  decrease  in  the  frequency 
or  a  total  absence  of  their  menses  (Finnegan  1979).    Larger  doses  , 
of  opiates  appear  to  suppress  ovulation  by  decreasing  the  produc- 
tion  or  release  of  the  hormones  (gonadotropins)  responsible  for 
initiating  ovulation  (Gaulden  et  al.  1964).    The  heroin  addict's 
lack  of  menses  has  been  directly  attributable  either  to  the  heroin 
itself  or  to  the  addict's  lifestyle  (Santen  et  al.  1975;  Wallach  , 
et  al.  1969).    Heroin  decreases  ovulation  but  may  not  stop  ovula-' 
tion  altogether.    Heroin  use,  therefore,  is  not  a  particularly 
safe  or  effective  method  of  birth  control,    it  is  important  to 
stress  that  not  having  a  period  (amenorrhea*)  does  not  mean  that  , 
the  woman  is  not  ovulating.    Unfortunately,  many  women  believe  . 
that  so  long  as  they  do  not  have  periods,  they  cannot  get  preg-  , 
nant.    This  is  not  true. 

'  I 

"After  months  of  not  menstruating  or  ovulating,  a  heroin  dependent 
woman  may  ovulate  without  menstruating.    At  this  time  she  can  be- 
come pregnant.    Once  a  woman  becomes  drug  free  or  is  placed  on 
methadone  maintenance,  her  body  will  generally  readjust  and  she 
will  begin  to  ovulate  more  regularly.    In  fact,  her  body  may  re- 
adjust long  before  she  is  willing  or  able  to  cope  with  the  re- 1 
sponsibilities  of  birth  control.  1 

Other  drugs,  such  as  the  major  tranquilizers,  can  suppress  the; 
normal  hormones  and  imitate  a  state  of  pregnancy.    Chronic  use  of 
these  drugs  na±  cause  lactation  (production  of  breast  milk)  ap 
well  as  temporary  cessation  of  periods. 

There  is  growing  clinical  evidence  that  chronic  daily  use  of 
marijuana  suppresses  ovulation  in  some  women.    Rapid  or  extreme 
weight  loss  secondary  to  anorexia  nervosa  or  use  of  drugs  such  as 
amphetamines  and  cocaine  can  also  cause  a  woman  to  stop  menstruat- 
ing.   Clinicians  should  remember  that  women's  reproductive  liormones 
are  under  direct  control  of  the  higher  brain  centers  (hypothalamus) 
-^iP^iL^^  J2061^0**8  tnat  -suPPress.  functioning  may  ultimately 

have  an  effect  on  this  sensitive  hormonal  system.    Many  events  in 
a  woman's  life  can  cause  amenorrhea.     "Illness,  physical  or  mental 
stress,  travel,  a  new  job,  rapid  or  extreme  weight  loss,  beginning 
college,  entering  prison,  and  many  other  events  .  .  .  can  lead  to 
a  loss  of  menses"  (Stewart  et  al.  1979). 

Clients  should  be  informed  at  the  start  of  treatment  that  they 
probably  are  not  infertile  and  that  they  most  likely  will  start 
having  periods.    It  is  important  to  stress  that  they  should  not 
wait  until  they  mens* ruate  before  seeking  protection  from  unwanted 
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pregnancies,  because  they  could  ovulate  without  menstruating. 
Health  practitioners  should  be  apprised  of  the  clients  drug 
history  and  o£her  stressful  events  that  may  have  precipitated  the 
loss  of  ovulation  or  menses. 


PELVIC  MFLAMMATORY  DISEASE  <PH» 

Infection  in  the  fallopian  tubes,  followed  oy  chronic  scarring, 
(acute,  subacute,  and  chronic  pelvic  inflammatory  disease) ,  is 
,   another  reason  that  drug^dependent  wo^en  often  believe  they  are 
infertile.    Because  the  lifestyle  of  the  heroin-der^r.Uent  woman 
often  puts  her  at  high  risk  for  contracting  vaginitis?  gonorrhea, 
and  ultimately  pelvic  ihflammatory  disease  (PID) ,  and  because  the 
presence  of  1>id  can  have  devastating  effects  on  a  woman's  health 
and  ability  to  conceive,  counselors-are  urged  to  become  familiar 
with  the  following  facts  concerning  PID  (Hatcher  et  al.  1980): 

•  'About  12  to  17  percent  of  women  exposed  to  gonorrhea  will 

develop  pelvic  inflammatory  disease. 

•  Once  a  woman  has  nad  gonococcal  PID,  she  is  more  suscep- 
tible to  subsequent  infections  by  other  bacteria. 

•  A  woman  is  at  an  increased  risk  of  developing  PID  *even 
if  she  has  had  no  prior  episeie  of  gonococcal  infection: 

-  Following  delivery  (postpartum); 

-  following  a  therapeutic  abortion;  or 

-  While  using  an  intrauterine  device- 
It  is  believed  that  80  percent  of  all  acute  cases  of  gonorrhea  go 
undetected  because  gonorrhea,  is  often  asymptomatic  in  women 
(Lauersen  and  Whitney  1977) ,    The  bacterium  that  causes  gonorrhea 
can  spread  and  infect  the  fallopian  tubes.    If  this  condition  goes 
untreated  or  undertreated,  the  infection  can  ultimately  cause  the 
proliferation  of  fibrous  bands  of  scar  tissue  in  the  tubes.  As 
the  scar  tissue  contracts,  it  closes  oft  the  tubes.     If  the  very 
tips  of  the  fallopian  tubes  Jthe  ftfhbriae)  are  destroyed  by  the 
infection,  or  if  the  tubos  are  contracted  shut,  the  egg  cannot 
move  freely  down  the  tube  to  the  uterus.    This  situation  increases 
the  chances  of  a  tubaJ   (ectooic)  pregnancy.    The  incidence  of 
having'a  tubal  pregnancy  is  1  in  25  pregnancies  following  PID 

*-(HatcKer  -et_.al^-i98DL*-,.,In-a  tubal  pregnancy,  the  fertilized,  egg  * 
fails  to  move  into  the  uterus  and  instead  remains  in  the  tube  and 
begins  to  implant  in  the  wall,  a  potentially  dangerous  situation. 

The  incidence  of  sterilization  due  to  the  closing  oiTf  of  the 
fallopian  tubes  increases  with  the  number  of  PID  episodes  a  woman 
has  experienced.    The  chances  of  becoming  sterile  are  M.   .  .  ap- 
proximately one  in  ten  after  one  episode  of  PID,  one  in  three 
after  two  episodes  of  PID,  and  three  in  four  after *fchree  episodes 
of  PID"  (Hatcher  et  al.  1080),  \ 
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Although  many  drug  dependent  women  have  had  pelvic  inflammatory 
disease,  most  have  not  received  thorough  fertility  workups.    A  • 
woman  may  .have  been  told  that  PID  may  make  her  sterile.    The  com- 
bination, of  not  ovulating  because  of  heroin  use  and  some  scarring 
secondary  ta  a  tubal  infection  may  make  it  difficult  for  a  woman  , 
to  conceive;  howeVer,  once  she  is  drug  free  or  on  methadone,  she  ' 
will  begin  ovulating.    Although  the  scarring  may  make  it  more 
difficult  for  her  'to  conceive,  cone  :tion  is  not  impossible.  ' 
Therefore,  when  women  say  that  they  are  sterile  because  of  past 
tubal  infections,  it  is  important  to  evaluate  whether  or  not  a 
definitive  diagnosis  was  ever  made.    Clinical  records  of  special 
tests  should  show  if  an^  adequate  evaluation  was  carriecUout.  .-If 
the  woman  has  not  received  the  proper  testing,  she  should  be, 
urged  to  db  so.    she  can  receive  this  testing  through  a  private 
gynecologist  or' a  family  planning  cUnic  at  a 'local  public  hos- 
pital.   Trover  testing  and  a  definitive  diagnosis  are  essential 
if  a  drug  dependent. woman  is «to  make  responsible  decisions  affect- 
ing her  reproductive  health. 

PLANNED  PREGNANCIES 

If  a  woman  in  treatment  wants  tp  become  pregnant,  counselors 
should 'discuss  the  steps  she  and  her  partner  should  take  to  assure 
a  healthy  environment  forWhe  fetus.    Counselors  should  stress* 
disease  prevention  and  health  promotion.    Smoking,  drinking  alco- 
hol, and  using  drugs  have  all  been  implicated  in  causing  in-  ' 
creased  fetal  morbidity  and  mortality.    There  is  growing  evidence 
that  the  father's  drug  and  alcohol  intake  will  affect  the  quality 
of  the  sperm,  which  ir.  turn  will  affect  the  fetus.    Drug  depend- 
ency has  a  negative  effect  on  a  woman's  health  in  many  ways,  but 
the  resultV-of  poor  nutrition  may  prove  to  be  the  most  costly  for 
both  mother  and  child^ 

While  on  heroin,  women  typically  lose  weight  and  the  intrauterine 
growth  of  the  fetus  is  slowed  down.    Many  people  erroneously  be- 
lieve that  the  mother's  weight  loss^and  the  inability  of  the  fetus 
to  thrive  are  secondary  to  lifestyle'  issues  such  as  living  on  the, 
streets r  not  having  enough  money  to  buy  food,  and  repeated  expo- 
sure to  infections.    Certainly  these  take  their  toll,  but  the 
greatest  impact  is  from  the  heroin  itself.    Use  of  heroin  causes  * 
nausea  and  decreased  appetite.    Heroin  addicts  typically  decrease 
their  intake  of  food  and  lose  weight  because  of  tnese  uncomfortable 

 ^^OS^^.^K^imthis^  counseUng  ^er_sonnei_iii^all^treatment  .pror.  

grams  should  approach  their  pregnant  clients*  use  of  heroin  in  an 
aggressive  manner. 

One  methadone  program  in  California  increases  its  monitoring  of 
urines  to  three  times  a  week  on  all  pregnant  women.    When  programs 
understand  the  deleterious  effect  heroin  has  on    regnancy,  they 
are  more  prone  to  respond  quickly  and  appropriately  to  the  clieht's 
continued  use  of  heroin. 
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Many  heroin  addicted  women  enter  treatment  malnourished  and  suffer- 
ing from  anemia.    Simce  pregnancy  is  a  stressful  time  f6r  a  woman1 s 
body,  her  physical  condition  will  get  worse  during  pregnancy  if 
proper  preventive  measures  and  treatment  are  not  instituted.  Ad- 
dicts also  have  difficulty  with  their  teeth  and  pregnancy  car.  add 
significantly  to  this  problem  as  the  growing  fetus  usr?s  calcium 
and  other  nutrients  from  the  mother's  body.    Therefore,  if  a  woman 
beains  pregnancy  with  her  teeth  in  a  state  of  disrepair,  the  preg- 
nancy is  likely  to  exacerbate  her  dental  problems.    Out  of  genuine 
concern  for  the  health  and  well-bvdng  of  the  woman,  it  is  important 
to  stress  interest  in  helping  her  get  stronger  and  healthier  before 
becoming  pregnant.  « 

This  is  a  delicate  area.    There  are  those  who  would  want  to  get 
involved  with  eugenics— the  concept  of  trying  to  improve  a  race 
by  controlling  breeding.    Drug  treatment  programs  see  u  dispro- 
portionate number  oi  poor  people  and  people  of  color,  especially 
black  and  brown  -cople.    These  are  the  people  who  traditionally 
have  been  the  target  of  population  control  and  eugenics.  The 
fact  that  heroin  lej  endent  individuals  are  of  ten- viewed,  as  crim- 
inals and  deviant  bay  also  put  them  at  a  high  risk  for  being  seen 
a.?  inappropriate  breeders  by  -.hose  who  believe  in  eugenics. 

It  is  not  a  drug  program's  place  to  decide  who  should  or  should 
not  get  pregnant.    Population  control  and  eugenics  cannot  be  the 
hidden  agenda  behind  pregnancy  and  birth  control  information,  it 
will  take  constant  vigilance  in  the  form  of  individual  and  group 
self-evaluation  and  discussions  to  explore  the  motives  that  de- 
termine programs*  attitudes  and  actions  in  these  areas. 

•  « 
Besides  the  issue  of  population  enntro* ,  it  is  also  possible  for 
counselors  to  fall  into  the  baby  trap.    The  drug  dependent  woman 
may  place  all  her  desire  to  become  rehabilitated  on  havinq  a  baby. 
Counselors,  eager  for  the  client  to  demonstrate  motivation  for 
treatment,  may  collude  with  the  woman  in  placing  too  much emphasis 
on  possible  future  pregnancies.   'The  counselor  should  keep  in  mii^d 
that  the  motivations  for  having  children,  are  never  simple-  espe- 
cially for  women  who  may  have  been  abused  and  neglected  ir.  -heir 
own  families.    Since  many  of  these  women  have  neglected  their  own 
needs,  focusing  on  future  pregnancies  may  be  another  way  of  avoid- 
ing their  own  problems  and  needs. 

o  ' 

While  the  woman  is  voicing  her  own  concerns  regarding  future,  preg- 
nancies, she  may  misinterpret  the  counselor's  concerns.  Tbe 
counselor  may  believe  she  or  he  is  helping  the  woman  prepare  for  a 
child,  while  the  woman  may  be  getting  a  different  message— that 
her  own  health  is  not  valued,    she  may  hear  an  old  message 
reinforced— that  she  is  useless,  while  her  chLld-to~be  is  quite 
valuable,     it  is  important  for  counselors  to  show  concern  for  the 
woman's  health,  whether  she  plan?  to  become  pregnant  or  not.  She 
needs  to  feel  valued  as  an  individual,  not  simply  as  an  adjunct 
to  her  unborn  child,  her  husband,  or  anyone  else.  : 


265 

ERLC 


It  requires  skill  and  sensitivity  for  counselors  to  share  positive 
concerns  about  the  v        s  health  without  appearing  to  be  suggest- 
ing that  she  should  .       "we  chi3dren.    It  also  takes  skill  to 
demonstrate  concern  for  t«.      Stan's  health  without  appearing  to 
be  concerned  with  the  woman  ou   '  because  of  her  childbearing  role. 

Program  staff  members  snould  let  the  woman  known  that  they  appre- 
ciate the  stress  sh^  has  experienced  while  using  drugs  and  that 
they  would  like  to  work  with,  her  to  regain  her  health  and  sense  of 
well-being.    The  following  Jteps  are  suggested  for  a  woman  who 
wishes  to  become  pregnant  but  who  nas  oeen  chtmically  dependent. 

a    Obtain  a  comprehensive  medical  exam  and  resolve  identified 
medical  problems. 

•  Receive  a  complete  dental  checkup  and  reso3ve  all  dental 
problems. 

•  Stop  alcohol  an«J  drug  use  and  cigarette  smoking  for 
6  months  prior  to  attempting  to  conceive. 

•  Clear  up  all  vaginal  infections — especially  trichomonas 
vaginitis  and  gonorrhea — prior  to  conceiving. 

•  Make  sure  the  Pap  test  for  cervical  cancer  is  normal. 

•  Evaluate  personal  stress  level  and  actively  try  to  de- 
crease stresses  while  acquiring  new  stress  management 
skills . 

•  Evaluate  nutritional  status  and  initiate  a  healtny  diet. 

•  Resolve  anemia  if  present. 

•  Explore  birth  control  methods.    Select  and  use  an  ac- 
ceptable method  during  these  6  mont-.hs. 

•  Commit  partner  to  health  maintenance  prior  to  conception. 


BIRTH  CQNlnOL:  CONCERNS  FOR 
DRUG  DEPENDENT  WOMEN 

Many  resources  are  available  that  outline  family  planning.  Hatcher 
et  al.   (198j)  provide  an  excellent  reference  book  for  counselors, 
which  describes  th<>  effectiveness    ites,  side  effects,  and  contra- 
indications of  the  different  types  of  birth  control.    Two  refer- 
ences that  both  counselors  and  clients  could  use  are  My  Body , M  Y?A . 
Health  (Stewart  et  al.  1979)  and  Our  Bodies,  Our  Selves  (Boston 
Women's  Health  Collective  1976).    In  addition,  the  Bureau  of  Com- 
munity Health  Services  offers  a  number  of  excellent  references  on 
family  planning  (appendix  B) . 
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Topics  discussed  in  this  section  incluae  information  that  As  spe- 
cific to  the  needs  of  drug  dependent  women  and  is  no*t  readily 
available  in» other  sources  on  family  planning.    Fertility  aware- 
xness  methods  (such  as  keeping  basal  body  temperature  and  observing 
vaginal  mucous  which  changes  at  ovulation)  are  not  discussed  here 
because  they  may  not  pose  any  unique  hazard  for  drug  dependent 
women. 


INTRAUTERINE  DEVICES 

For  some  drug  depender  .  women  who  have  experienced  difficulty  with 
structuring  their  days  and  caring  for  their  bodies,  the  intra- 
uterine device  (IUD)  may  appear  to  be  an  easy,  carefree  form  of 
birth  control.    However,  problems  such  as  the  prevalence  of  pelvic 
inflammatory  disease  among  heroin  dependent  women  may  render  this 
form  of  birth  control  unsuitable.    The  following  is  a  partial  list 
of  contraindications  to  IUD  insertion  (Hatcher  et  al.  1980): 

•  Absolute  contraindication 

1.    Active  pelvic  infection,  including  known  and  sus- 
pected gonorrhea. 

•  Strong  relative  contraindications 

1.  Recent  or  recurrent  pelvic  infection. 

2.  History  of  ectopic  pregnancy. 

# 

3.  Single  episode  of  pelvic  infection  if  patient  desires 
Subsequent  pregnancy. 

•  Other  relative  contraindications 

1 .  Anemia . 

2.  Impaired  ability  to  check  for  danger  signals 
(psychological  or  intellectual). 

3.  Inability  to  check  for  IUD  strings. 

4.  Multiple  sexual  partners  (greater  risk  of  future 
infections) * 

5.  Past  history  of  gonorrhea. 

6.  Concern  for  future  fertility. 

Pelvic  inflammatory  diseases  are  11 .   .  .  the  most  serious  compli- 
cations related  to  IUD  use,  accounting  for  a  majority  of  IUD- 
related  deaths  and  hospitalizations"  (Hatcher  et  al.  1980).  A 
followup  study  found  that  26  of  100  women  developed  PlD  during  the 
first  yoar  following  IUD  insertion  at  a  municipal  family  planning 
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clinic.     If  a  woman  is  concerned  about  future  pregnancies  and  has 
had  pelvic  infections,  the  IUD  is  not  an  appropriate  choice  for 
birth  control. 

Vaginal  discharge  is  an  early  warning  of  more  serious  problems  re- 
lating to  IUD  use  (Hatcher  et  al.  1980).    Because  many  drug  de- 
pendent women  have  learned  to  ac  ;ept  vaginal  discharge  as  a'nqrmal 
event,  they  must  become  more  aware  of  abnormal  discharges  if  they 
use  an  IUD.    When  a  woman  enters  treatment  with  an  IUD  in  place, 
the  counselor:  should  ask  what  type  of  IUD  she  has,  when  she  was 
examinbjfejast,  and  if  she  has  had  pelvic  inflammatory  disease  or 
gonorrhea  in  the  past.     Once  the  woman  detoxifies  from  drugs,  she 
will  be  in  a  better  position  to  give  a  more  accurate  history  and 
to  receive  informatior  regarding  signs  she  should  look  for. 

Both  the  counselor  and  the  client  should  become  familiar  with  the 
early  IUD  danger  signals.    A  physician  should  be  contacted  if  a 
woman  develops  any  of  these  signals  (Hatcher  et  al.  1980): 

•  Period  late  or  no  period; 

•  Abdominal  pain; 

•  Increased  temperature,  fever,  chills; 

o  Masty  foul-smelling  or  yellow  or  green  discharge;  or 

'•    Spotting,  bleeding  between  periods,  heavy  periods,  or 
clots. 

Note  that  the  first  letters  of  these  warning  signals  spell  out 
PAIWS. 

BIRTH  CONTROL  PILLS 

Although  physicians  and  family  planning  cli  .       continue  to  recom- 
mend the  pill  as  " .  .   .  the  most  effective  way  to  prevent  preg- 
nancies .   .  .,"  others  (Lauersen  and  Whitney  1977)  take  a  more 
cautious  stance  and  point  out  some  of  the  potential  hazards.  Drug 
dependent  women  who  have  liver  disease  secondary  to  excessive 
alcohol  intake  or  to  hepatitis  should  not  take  birth  control 
pills.     Women  with  chronic  liver  disease  of  any  type  may  develop 
.mor    significant  abnormalities  in  liver  function  ~h  le  using  birth 
co  itrol  pills  and  during  pregnancy.    For  these  women,  it  is  im- 
perative to  prevent  pregnancy  'until  the  liver  ±3  healed  ar$  to  do 
this  with  forms  of  birth  control  other  *hdn  the  pill. 

Counselors  should  be  familiar  with  the  fact  thu*    .rugs  that  alter 
liver  function  may  decrease  the  et fectivencbS  of  birth  control 
pills.    Some  of  the  drrgs  that  alte."  ljver  function  are  *  jiquil- 
lzers,  sedative/hypnotics,  ampicill  n,  sulfa  drugs,  allergy  pills, 
Dilantin  for  epilepsy,  some  *high  blood  pressure  medications,  and 
some  an  .depressants  (Stewart  et  al.  1979).    Hatcher  et  al.  (1980; 
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£!£LT^mnly  45,^ 75  percent  of     groUp  of  wh° 

Initiate  pill  use  ,ill  continue  to  use  them  for  1  year.  There- 

f  It  KT8"^  S!art  ^ln9  the  plU  8hould  also  be  familiar  with 
a  second  method  of  contraception.    The  minor  side  effects  of  the 
pill  include  , (Hatcher  et  al.  1980;  Lauersen  and  Whitney  1977) : 

•  Nausea  and  dizziness; 

•  Headaches; 

•  Cyclic  weight  gain; 

•  Breast  fullness  and  tenderness; 

•  fi""  retenti0"  *P  causing  contact  lenses  not  to 

•  Edenia  in  legs,  causing  leg  pain  and  cramps; 

•  Monilia— yeast  vaginitis;  and 

•  Spotting  or  breakthrough  bleeding. 

Although  these  side  effects  are  often  minor,  the  disccmfort-they 
cause  aakes  the  pill  unacceptable  for  many.    Major  side  effects 
tlL    T  f!u  drf?tically  abrupt  normal  functioning.    One  major 

tT±aJl?  J^  r^fiVed  widesPread  Publicity  is  the  increased 

incidence  of  thromboembolic  disease  with  pill  use.    This  disease 
is  ca^ed  by^he  abnormal  formation  of  a  clot  in  *  vein?    T^e  in- 
cidence of  deep  vein  thrombosis  "increases  dramatically  fro«a  20 

CaSe^Ln°n"Pill"takin9  women)  to  *00  cases  <*°r  Pili-takers) 
P«r  ^00,000  women  per  year  (Lauersen  and  Whitney  1977).  ^ing 

It      vl  :  •„potent  factor  in  Predisposing  pill  users  to  cerebral 
thrombosis,    a  stroke  caused  by  a  clot  ir.  the  brain.    The  inci- 

inTnnn    C6rebral  thrombosis  is  increased  from  10  to  40  cases  per 
100,000  women  per  year  with  pill  .use. 

The  incidence  of  heart  attacks '  (myoca^ial"  infarctions) ,  high 
blood  pressure,  gall  bladder  disease,  and  liver  tumors  is  greater 

tLX    T^™*  ^  C°ntro1  Pills-    There  is  growing  evidence 
that  if  birth  control  pills  are  taken  during  the  first  months  of 
pregnancy,  congenital  malformations  can  occur  in  the  fetus  T 
(Lauersen  and  Whitney  1977) '. 

Depression  is  a  <,ide  effect  reported  by  13  percent  of  pill  users 

Sn^r  and^itney  1977K         is  Relieved  that  a  pi-ll-induced  * 
depletion  in  the  level  of  vitaSnin  b6  adds  to  the  depression  and 
that  vitamin  supplements  with  B6  can  decrease  depression.  .  water 
retention  due  to  the  pill  also  appears  to  increase  depression. 
Many  women  report  that  they  were  not  aware  of  how  depressed  they 
were  until  they  stopped  .taking  the  pill.    Drug  dependent  women 
who  are  prone  to  depression  nay  not  M  appropriate  candidates  for 

^L^^en:C°n!a  in?,birth  C°ntro1  pU1-  Also'  women  enter 
treatment  using,  the  pill  should  be  urged  to  take  a  break  from  the- 
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*  * 

pill 

for  at 

least  3  months  every  2  to  3  years  so  that  any  luppres'- 

sion 

in  normal  hormones  can  be  detected  early  (Stewart  et  al.  ^ 

1979) 

.    During  this  break  it  may  become  apparent  that  depression 

[  'r 

is  in 

part 

related  to  pill  use. 

The  following  is  a  list  of  contraindications  to  estrogen-containing 

birth 

control  bills  (Hatcher  et  al.  1980): 

•    Absolute  contraindications 

\t 

J.  ill.  OlUAAJtsXIUXJJL  lu    UlsUlUCl      lUl    HloLUiy    LllCicUi  /  / 

2. 

Cerebrovascular  accident  J6r  history  thereof); 

< 

3. 

Coronary  artery  disease  (or  historv  thereof); 

*  4. 

Impaired  liver  function; 

5. 

Hepatic  adenoma  (or,history  thereof); 

6. 

Malignancy  (cancer)  cf  breast  or  reproductive 

system  (or  history  thereof);  or 

7. 

Pregnancy. 

•    Strong  relative  contraindications 

1. 

Termination  of  term  pregnancy  within  past  10  to 

14  days; 

2. 

Severe  vascular  or  migraine  headaches; 

3. 

Hypertension  with  resting  diastolic  BP  of  110 

or  greater; 

4. 

Diabetes,  prediabetes,  or  a  strong  family  history  of 

diabetes; 

5. 

Gall  bladder  disease,  including  cholecystectomy; 

» 

6. 

Previous  gall  bladder  problem  during  pregnancy; 

7. 

Infectious  mononucleosis,  acute  phase; 

8. 

Sickle  cell  disease  or  sickle  C  disease;  . 

9. 

Undiagnosed,  abnormal  vaginal  bleeding T 

•  10. 

Elective  surgery  planned  in  next  4*  weeks; 

11. 

Long-leg  casts  or  major  injury  to  lower  leg; 

12. 

Over  age  35  to  40;  or 

ERIC 
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U     Fibrocystic  breast  disease  and  breast  fibroadenomas. 
«    -        *   Other  ,:elati  *e  contrainaications  %    %  ^ 

The  following  may  contraindicate  initiation  of  pills: 

1.  Failure  to  hcve  established  regular  menstrual  cycles; 

2.  Cardiac  or  renal  disease  (or  history  thereof);  ' 

3*    HisSory^of  heavy  smoking; 
♦  f 

,    4.    Conditions  likely  to  make  patient  unreliable  at 

following  instructions,  such  as  mental  retardation 
manor  psychiatric  problems,  history  of  alcoholism,' 
history  of  repeatedly  taking  pills  incorrectly,  or 
young  age;  • 

5.    Lactation  -(however,  oral  contraceptives  may  be  ' 
initiated  as  weaning  begins  and  may  1*  an  aid  in 
..decreasing  the  flow  of  milk);  or 

.  6.  Patient  profile  suggestive  of  anovulation  and  in-  ' 
fertility  problems:  late  onset  of  menses  and  very 
irregular,  painless  menses. 

SSK?"  ^"V^11  CUentS  Wh°  are  lsin<*  Pi"-  should  observe 
Z£^«£££*  CU6ntS  for  worsening  or  i»- 

1.  Depression; 

?.    Hypertension  with  resting  diastolic  BP  of  90-100; 

'  '       3'    SJreo1);0r  l0SS  relat6d  to>^nancy  <°r  history 

4.  Asthma; 

5.  Epilepsy; 

Uterine  fibroid  tumors; 

7.  Acne;  or 

8.  Varicose  veins. 

Liver  disease,  other  drug  use,  smoking,  and  vein  problems  second- 
r^V    f^°°  nln9-      01"  may  pUt'the  heroin  addict  at  an  increased 
control  pins?1119  Pr0bleR,S  With         eStr0ge"  containi"9  birth 

r6Viiwino  the  Potential 'side  otters  and  the  contra- 
indications, a  woman  and  her  physician  decide  that  the  pill  is  an 
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appropriate  choice  for  her,  she  should  receive  a  moderately  low 
estrogen  dose  because  the  estrogen  might  cause  most  of  the  side 
effects.    If  a  voman  does  well  at  this  dose,  she  can  be  dropped  to 
a'  low-cose  estrogen  pill. 

Women  who  are  on  the  pill  should  learn  the  six  danger  signs  of  its 
use*  (Stewart  et  al.  1979) :. 

•  Chest  pain; 

•  Pain  in  calf  (leg); 

•  Severe  headache; 

•  Vision  changes; 

•  Breast  lump;  or  * 

•  Severe  depression. 


MINIPILLS  * 

The  minipill  contains  no  estrogen  and  has  only  progestin.  The 
absolute  contraindications  to  the  use  of  estrogen-containing  birth 
control  pills  stated  aU.ve  apply  also  to  the  minipill.    Aside  from 
these,  the  progestin-onl,  pills  should  be  avoided  for  women  with 
\  '  the  following  problems  (Hatcher  et  al-.  1980)  : 

Prediabetes; 

Undiagnosed  genital  bleeding; 
Acute  infectious  mononucleosis; 
Irregular  periods;  or 
Past  history  of  ectopic  pregnancies. 

Although  the  nunipill  ir  probably  safer  than  the  combined  pill 
(since  it  contains  no  estrogen) ,  it  has  two  drawbacks  that  may  de- 
crease its  usefulness  for  drug  dependent  women.    First,  the  mini- 
pill  must  be  taken  without  fail  every  day.    If  one  day  is  missed 
and  the  woman  takes  two  pills  the  following  day,  she  may  not  be 
protected.    She  and  her  partner  should  use  a  backup  birth  control 
method  along  with  the  minipill  until  her  next  mtr.strual  period. 
The  second  disadvantage  is  the  increased  frequency  of  ectopic 
(tubal)  pregnancies  experienced  with  the  minipill.    If  a  woman  has 
had  repeated  bouts  of  PID  or  a  previous  ectopic  pregnancy,  she 
should  not  take  this  pill. 

For  a  recovered  woman  who  has  demonstrated  the  ability  to  take  re- 
sponsibility for  her  health  and  who  does  riot  have  any  of  the  prob- 
lems that  contraindicate  this  method,  the  minipill  may  prove  to  be 
a  safer  method  of  birth  control  than  the  estrogen-containing  pills. 
The  counselor  can  help  the  client  create  a  ritual  that  will  help 
her  remember  to  take  her  oills  daily.    For  example,  women  on 
methadone  programs  can  arrange  to  take  their  pills  each  day  when 
they  receive  their  methadone.    Other  techniques  women  use  to  re- 
member to  take  their  pills  include  the  following: 

•    Crossing  off  dates  on  a  calendar; 
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•   Taking  beiore  brushing  teeth  in  morning  or  evening; 


•   Leaving  near  alarm  clock  and  taking  on  waking  up  every 
morning. 


DEPO-PROVERA  ("THE  SHOT") 

Depo-Provera  is  a^long-acting  derivative  of  progesterone 
(medroxyprogesterine  acetate)  that  is  currently  marketed  in*  70 
countries  (Hatcher  et  al,  1980).    The  use  of  Depo-Provera  for 
contraception  is  being  investigated  by  the  Food  and  Drug  Admin- 
istration (FDA)   (Hatcher  et  al.  1980).    One  injection  of  Depo- 
Provera  provides  contraceptive  protection  for  3  months, 

fSome  of  the, side  effects  of  Depo-Provera  include  excessive  weight 
gain,  depression,  headaches,  decreased  libido',  and  allergic  re- 
actions.   The  weight  gain  appears  to  be  cumulative,  with  women 
experiencing  a  steady  increase  in  weight  the  longer  they  are  on 
toe  shot,    m  one  study,  women  gained  up  to  24  pounds  each  after 
being  ,on  long-acting  progestins  for  approximately  5  years 
(Hatcher  et  al.  1980).    since  methadone  appears  to  affect  carbo- 
hydrate metabolism,  and  the  effect  of  Depo-Provera  on  carbohydrate 
metabolism  is  just  beiris  studied,  women  being  maintained  on 
methadone  probably  should  not  be  put  on  Depo-Provera  until  the 
combined  effects  of  the  two  drugs  are  adequately  studied. 

One  of  the  major  disadvantages  of  the  progesterone-only  contra- 
ceptive methods  is  that  they  have  not  been  around  long  enough  for 
x the  effects  of  long-term  use  to  be  thoroughly  evaluated,  On<> 
must  be  cautious  of  new  products- bearing  promises  of  effective 
results  and  few  side  effects,  * 

BARRIER  METHODS 

Diaphragms,  condoms,  and  spermicidal  agents  work  by  creating  a 
barrier  between  the  sperm  and  the  cervical  opening  and  by  killing 
the  jperm.    These  methods  have  the  least  dangerous  side  effects 
and  the  fewest  contraindications  of  all  contraceptive  methods 
besides  the  fertility  awareness  methods.    One  major  disadvantage 
is  that  barrier  methods  depend  heavily  on  the  reliability  of  the 
user.    Sometimes  people  find  these  methods  unsatisfactory  because 
they  require  preplanning  and  may  interrupt  spontaneity.    But  as 
women  and  men  take  responsibility  for  their  own  reproductive 
health  and  become  more  aware  of  the  adverse  effects  of  the  pill 
and  IUDs,  the  barrier  methods  are  gaining  popularity.    Two  major 
advantages  of  the  barrier  methods  for  drug  dependent  women  who 
have  sexual  relations  with  multiple  partners  are  possible  protec- 
tion from  cervical  cancer  and  from  sexually  transmitted  diseases 
(Stewart  et  al,  1979). 

Hie  diaphragm  traditionally  has  been  considered  less  effective 
than  the  pill  or  an  IUD,    A  recent  survey  of  2,175  women  followed 
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for  2  years  demonstrated  ttfiat  under  the  right  conditions  the^ 
diaphragm  has  a  user. effectiveness  of  98  percent  (Hatcher  et  al. 
1980).    It  is  believed  that  the  impressive  results  of  this  study 
were  due  to  a  comprehensive  education  program  and  careful  f  ;ting 
of  the  diaphragms.    Not  only  did  each  woman  piactice  inserting 
her  diaphragm  at  the  time  of  the  fitting,  but  each  woman  also  re- 
turned to  the  clinic  1  week  later  to  be  rechecked  for  proper  fit 
and  proper  insertion  technique  (Hatcher  et  al.  1980). 

The  diaphragm  must  be  used  with"  either  a  spermicidal  cream  or 
jelly.    It  is  believed  that  the  major  contraceptive  benefit  of  the 
diaphragm  is  as  a  holder  of  the  spermicidal  s.ubstance. 

Condoms  provide  protection  against  venereal  disease  as  well  as 
jonception.    Condoms  should  also  be  used  vith  a  spermicidal  agent 
such  as  foam  to  assure  maximum  protection. 

With  proper  instructions,  a t motivated  and  responsible  drug  de- 
pendent woman  can  use  barrier  methods  safely  and  effectively. 
Women  whose  lives  are  in  disarray  and  who  still  are  experiencing 
difficulty  in  assuming  control  *may  find  these  methods  difficult 
to  use  in  a  consistent  and  reliable  manner. 


VOLUNTARY  STERILIZATION 

Tubal  ligations  in  women  and  vasectomies  in  men  are  increasing  in 
popularity  as  safe  and  effective  methods  of  permanent  birth  con- 
trol.   While  research  continues,  on  re\ersible  vasectomies  and 
tubal  ligations,  for  all  practical  purposes  these  procedures  are 
considered  irreversible  at  this  time.    A-tho'ugh  both  procedures 
are  fairly  simple,  many  clients  will  ]ack  accurate  information  re- 
garding their  effects. 

There  are  currently  five  basic  pr^oedures  iised  for  tubal  ligations 
In  My  Body,  My  Health,  Stewart  and  associates  (1979)  give  an  ex- 
cellent description  of  the  sterilization  procedures  with  clearly 
illustrated  drawings. 

The  procedure  selected  often  depends  , on  the  gynecologist's 
preferences  and  experience  as  well  as  the  client's  condition. 
For  example,  a  drug  dependent  woman  who  has  had  repeated  bouts 
of  PID  with  much  scarring  of  her  tubes  would  net  be  a  good  candi- 
date for  the  vaginal  or  minilaparotomy  tubal  ligations.  These 
procedures  necessitate  easy  access  to  movable  fallopian  tubes. 
Also,  drui,  dependent  women  who  are  20  percent  above  their  ideal 
weight  are  not  good  risks  for  the  minilaparotomy.    Because  the 
incision  is  very  small  in  this  procedure,  adipose  (fat)  tissue 
would  interfere  with  proper  visualization  of  the  tubes.  The 
vaginal  tubal  ligation  has  a  higher  complicat       rate  primarily 
because  of  the  increase  in  infection  experien  A  with  this  tech- 
nique.   Drug  dependent  women  who  have  had  multiple  bouts  of 
vaginitis  and  cervicitis  may  wish  to  choose  another  type  of  tubal 
ligation. 
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'  Sei1?r%?h°Uld«?e  familiar  with  the  **ger  signs  following  a 
tubal  ligation.    The  physician  should  be  called  if  the  client  de- 
velops any  of  the  following  symptoms  (Hatcher  et  al.  1980, 
Stewart  et  al.  1979) ; 

•  Fever  greater  than  100°; 

•  Fainting  spells;* 

•  Chest  pain,  cough,  or  shortness  of  breath; 

•  re}ieved  bV  aspirin  or  that  lasts  longer  than 
12  nowrs;  or 

•  Bleeding  from  incision  site  or  vagina. 
UKPLAMO  PflEGNANCES 

^"!?ithey  vfte"  d°  "0t  menstruat<^  heroin  dependent  women  are 
typically  unable  to  diagnose  early  pregnancy.    In  addition  to  ad- 
pusting  to  the.  absence  of  periods,  the  heroin  dependent  woman  may 
not  be  paymg  close  attention  to  other  bodily  changes  because  of 
her  heroin  use  and  lifestyle.    For  instance,  the  dependent  woman 
may  not  be  able  to  differentiate  morning  sickness  from  drug  sick- 
ness. | Also,  women  gain  much  less  weight  during  pregnancy  while 
they  are  actively  using  heroin,    it  is  common  to  find  a  drug  de- 
pendent woman  S  or  more  months  pregnant  who  does  not  appear  to  be 
pregnant.    Sometimes  a  heroin  dependent  woman  will  seek  medical 
care  for  indigestion  and  a  rumbling  feeling  in  her  abdomen,  only 
to  find  that  she  is  S  months  pregnant.    Women  dependent  on  other 
drugs  are  not  as  prone  to  missing  periods  but  may  be  as  out  of 
touch  with  changes  in  their  bodies  as  heroin  dependent  women  are. 
V 

In  failing  to  diagnose  pregnancy,  drug  dependent  women  may  also  be 
exercising  a  certain  degree  of  denial.    Coming  to  terms  with  the 

Hlgnancy  can  be  overwhelming  for  a  woman.who  does  not  have  con- 
)1  of  her  life.    Counselors  should  be  familiar  with  the  various 
^T^*  resources'  s°urces  of  information,  and  general  procedures 
available  to  women  who  seek  abortions.    The  drug  counselor  should 
no.  attempt  to  make  any  value  judgments  regarding  the  appropriate- 
ness of  an  abortion,  but  instead  make  a  referral  to  a  counselor 
needjdlth  pr°Vider  who  is  trained  to  provide  the  counseling 

Every  woman  should  \ave  the  opportunity  to  'talk  with  a  trained 
counselor  about  her  decision  to  have  an  abortion  before  the  pro- 
cedure takes  pxace.    This  should  not  cause  any  delay  that  might 
increase  the  risk  of  complications.    Beresford's  (1977)  self- 
instructional  manual  for  short-term  counseling  in  sexual  a-d  re- 
productive health  provisos  basic  principles  and  guidelines  "for 
counselors  involved  in  this  area. 
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The  World  Health  Organization  (1979)  has  produced  a  booklet  con- 
taining basic  information  and  guidelines  for  individuals  providing 
services  to  women  seeking  induced  abortion.    The  Family  Planning 
Evaluation  Division  (FPED)  of  the  Center  for  Disease  Control  (CDC) 
maintains  a  library  of  reprints  of  staf regenerated  articles 
(appendix  C) . 

The  decision  on  whether  to  seek  an  abortion  is  an  individual  one 
and  will  depend  on  the  woman's  beliefs,  her  relationship  with  her 
partner  and  her  family,  the  possible^ alternatives,  and  the  pre- 
vailing social  "pressures.    For  the  drug  dependent  woman,  ignorance 
may  be  the  major  constraint.    She  may  not  know  for  sure  whether 
she  is  pregnant,  and  late  detection  of  pregnancy  can  decrease  her 
options.  *  | 

Chemically  dependent  women  experience  the  following  three  areas 
of  special  noe3s  wh°r,  considering  abortions: 

•  Early  detection  o^  pregnancy; 

•  Anesthesia,  pain  control ,  .and  addiction;  and 

•  Prevention  of  postabortion  complications. 


EARLY  DETECTION  OF  PREGNANCY 

Drug  treatment  programs  should  make  sure  that  drug  dependent 
women  are  screened  for  pregnancy  during  intake.    The  availability 
of  accessible  and  acceptable  ongoing  gynecological  services  will 
also  assist  irt  the  early  detection  of  pr^nancy.  Counselors 
should  keep  in  mind  that  should  the  client  decide  to  maintain  the 
pregnancy,  early  detection  will  also  enable  her  to  receive  -early 
prenatal*  care. 
.  *  x 

For  those  women  who  e.\ect  to  have  a  therapeutic  abortion,  early 
detection  and  intervention  are  associated  with  a  decreased  .risk. 
The  more  advanced  the  pregnancy,,  the  more  difficult  the  abortion 
procedure  becomes.    The  Center  fot  Disease  Control  reports  1.7 
deaths  per  100,000  dilatation  and  evacuation  abortions,  whereas 
it  reports  15.5  deaths  per  100,000  women  for  second  trimester 
intrauterine  instil) ation  abortions  (Hatcher  et  al.  1980) . 


ANESTHESIA,  PAIN  CONTROL,  AND  ADDICTION 

For  abortions,  as  well  as  other  surgical  procedures,  the  ch    :e  of 
anesthesia  ^nd  pain  medication  is  complicated  by  the  presence  of 
drug  dependency.    The  following  section*  will  familiarize  coun- 
selors with  the  treatment  issues.    It  is  imperative  that  drug 
treatment  programs  assume  that  health  tare  providers  are  aware 
of  these 'special  concerns.   •  J 

For  women  maintained  on  methadone,  the  clloice  of  pain  medication 
will  usually  be  the  same  as  that  indicated  for  the  general  popu- 
lation, with  one  important  exception:     Pentazocine  (Talwin)  should 
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rTZl      9iWOn.!°.5  ffiethadone-  °*  other  narcoticTmaintained  pa- 
„!TtJ*CTe  Xt  "  ^  a  narc0tic  a*°nist  (has'narcotic  effects) 
and  an  antagonist,    Thus,  use  of  pentazocine  will  precipitate 
acute  narcotic  withdrawal  symptoms; 

^!i^fe'!aintained  patients  fflay  require  larger  or  more  frequent 
doses  of  medication  when  a -narcotic  is  to  be  used  for  reliefer 
pain  because  of  the  high  degree  of  tolerance  and  cross-tolerance 
they  develop  during  chronic  methadone  treatment.  Short-acting 
narcotics  such  as  Demerol  or  morphine  should  be  used  for  pain 

It^l/T3  It  festhesia  ™*       administered  to  patients  main- 
tained on  methadone,    whenever  a  methadone  patient  is  to  undergo 
°r  have         °ther  procedure  performed  that  requires  that 

3  SO"  "    "  bfntak"n  f°r  3  C6rtain  Period'  -ethalone  shouS 
bA  given  parenteral^  (by  subcutaneous  injection)  on  the  day  of 

'ZalrTr  ^  tW°  diVid6d  dOS6S-    Pati-ts  in  m^aaone  LSte- 
>ance  treatment  experience  pain  just  as  other  persons  do.  Thus^ 
methadone-maintained  pregnant  women  will  require  management  for 
delivervlnor  fl6raPeUti^  "°™1  or  instrumental  vaginal 

abcvr^he  l*TnV<      °UOWin9  cassarean  action.    As  mentioned 
above    the  doses  and  frequency  of  doses  of  any  narcotic  used  may 
have  to  be  greater  than  normal  because  of  the  degree  of  tolerance 
developed.    Medications  for  relief  of  pain  should  Tot  be  2552 
because  a  woman  is  receiving  methadone  maintenance  treatment 

SeseCSorse    °Sn9  SUr9iCaK  unfaslliar  with 

*f     k        •        program  physician  or  counselor  must  make  sure 
that  the  physician  performing  surgery  is  told  about  these  facts 

The  medical  clin^  may  decide  to  give  a  client  ,n  increased  dose 
of  pain  medication  because  of  tolerance  developed.    Although  an 
increase  in  Demerol  may  have  been  agreed  to,  the  client :  stm 
might  use  other  drugs  prior  to  the  surgery.    If  a  woman  is  still 
using  heroin  and  is  or  methadone,  an  overdose  is  possible  If 
SL£%  £r"VeS        SUr9tly  ^"toxicated,  the  counselor  'sho-iW 
tntlT  ft  '     T         the  Physician  in  charge.    The  pfesurgioal 
cond'tion        °    Sh°Uld  ^  adjUSt6d  dePendi"*  o„  the  client's 

PREVENTION  OP  POSTABORTION  COMPLICATIONS 

tvf^vt^'.ih%B?ft  COn,m0n  P°st^ortion  problem,  can  be  reduced 
y  taking  the  following  precautions  (Hatcher  et  al.  1980): 

•  Preabortion  gonorrhea  screening  and  treatment; 

•  Treating  severe  cervicitis  (infection  of  the  cervix) 
N prior  to  the  abortion;  and 

•  Insuring  complete  emptying  of  the  uterus.  ^ 
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Infections  are  recognized  by  cramping,  fever,  discharge,  and 
pelvic  discomfort  (Hatcher  et  al.  1980;  Stewart  et  al.  1979). 

The  counselor  should  make  sure  that  the  client  is  aware  of  these 
danger  signals.    The  client  should  also  have  the  telephone  number 
of  the  physician  or  clinic  that  performed  the  abortion.  There 
should  be  24-hour  coverage  with  emergency  room  backup.    The  client 
should  avoid  clinics  thatjio  not  have  physicians  on  call  after 
abortions.    If  a  woman  is  experiencing  difficulty  and  cannot  con- 
tact the  clinic  or  physician,  she  should  go  immediately  to  a 
hospital  emergency  room. 


RESOURCES 

Programs  should  be  aware  of  the  different  approaches  and  the  op- 
tions available  locally.    Counselors  should  investigate  the 
various  clinics,  hospitals,  and  physicians  providing  these  serv- 
ices.   Counselors  should  visit  these  clinics  and  talk  with  some 
patients  before  sending  their  own  clients.    Setting  up  formal 
working  arrangements  with  the  clinics,  including  inviting  a  clinic 
nurse  or  physician  to  discuss  with  program  staff  ^ne  kinds  of 
abortions  and  how  staff  members  can  help  in  the  process,  is  a 
good  idea.  - 

c 

MFECTIONS  OF  THE  REPRODUCTIVE  TRACT 

Infections  of  a  woman's  reproductive  tract  are  traditionally  di- 
vided into  those  that  are  sexually  transmitted  (e.g.,  venereal 
disease)  and  those  that  are  not  necessarily  transmitted  through 
sexual  contact  (e.g.,  vaginitis).    Sexually  transmitted  diseases* 
include  pubic  lice,  herpes  simplex  type  II,  gonorrhea,  syphilis, 
venereal  warts,  and  trichomonas  vaginitis  (Catterall  1974; 
Morton  1972).    Chances  of  contracting  a  sexually  transmitted  ' 
disease  increase  when  a  person  has  multiple  partners  or  is  be- 
ginning a  new  relationship.    During  these  times,  drug  dependent 
women  should  urge  their  partners  to  use  condoms.    The  basic  rules 
to  avoid  infection  are  as  follows: 

1.  Wasri  genitals. 

2.  Inspect  genitals  and  surrounding  area  for  lesions, 
bumps,  blisters,  or  penile  discharge. 

3.  Have  partner  wear  condoms. 

4.  Get  gonorrhea  cultures  and  blood  tests  for  syphilis 
every  3  to  6  months. 

5.  Don't  have  intercourse  if  there  is  pain,  itching,' 
sores,  or  unusual  discharge. 
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Since  most  acute  gonorrhea  and  syphilis  infections  go  undetected 
in  women,  early  diagnosis  depends  on  blood  tests  for  syphilis  and 
cultures  (oral,  vaginal,  and  rectal)  for  gonorrhea.    Many  druij 
dependent  women  have  learned  to  live  with  abnormal  discharges;  ! 
the  counselor  should  not,  therefore,  wait  fcj  the  client  to  com-  .  \ 
^j|lain  of  discomfort.    Physical  exams,  including  pelvic  exams  with 
Vet  mount  (see  chapter  6),  Pap  tests,  cultures,  and  blood  tests 
should  he  performed  pn  all  female  clients  at  intake. 

*ff*!!r*  Wm  need  to  be  treated  if  the  woman  has  a  sexually  trans^ 
aitted  disease.    Counselors  or  ,health  advocates  may  need  to  con- 
vince the  client  'to  comply  with  the  medical  regimens.    See  ap- 
pendix D  for  basic  information  on  reproductive  tract  infections. 

A  soecia'l  comment  needs  to  be  made  regarding  syphilis,  indi- 
viduals w^have  used  heroin  often  may  have  what  is  termed  a  false 
Pbsitivel^yppifis  test..  The  screening  test  for  syphilis  is  the  * 
t^JX!!??*  Di.sease;*esearch  Laboratory),  vhich  tests  for- the 
.antibodies  to  the -syphilis-causing  organism,  -if  the  VDRL'  is 
positive,  further  tesjis  are  performed  that  identify  the  offending 
agent.    Most  pathology  laboratories  immediately  perform  these 
tests  when-the  VDRL  is  positive.    All  positive  VDRLs  should  be 
followed  up,  and  clients  should  not  be-told-they  have  syphilis 
until  more  specific  tests  are* completed. 

Women  are  more  susceptible  to  reproductive  tract  infections  when  * 
their  general  health  is  not  good  and  when  .they  are  under  stress 
Chapter  6  explains  that  drug  dependent  women  typically  enter 
•  treatment  in  poor  physical  health.    Multiple  partners,  poor 
nealtb,  stress,  a  history  of  inadequate  medical  care,  and  lack  of  ' 
adequate  health  information  all  place  the  drug  dependent  woman 
at  a  high  risk  of  developing  these  infections. 


Although  the  different  reproductive  system  infections  may  appear 
to  be  similar  (discharge,  oclor,  pain,  and  redness),  the  treat- 
ments vary  dramatically.    One  woman  in  a  drug  program  was  treated 
for  trichomonas,    she  was  found  to  still  have  the  infection  dur- 
ing a  followup  exam  and  was  treated.    TVo  weeks  later  she  called 
the  doctor  to  ask  for  another  prescription,  claiming  that  she  had 
trichomonas  again.    The  physician  refused  to  write  a  prescription 
without  seeing  the  woman.    The  physical,  exaa  and  wet  mount  slide 
revealed  that  the  woman  now  had  monilia  (yeast)  vaginitis  and 
that  the  trichomonac  was  cleared,  up.    The  treatment  for  tricho- 
monas is  Flagyl.    Not  only  would  a  third  dose  of  this  drug  not 
haye  cured  the  woman's  monilia,  but  repeated  doses  could  be  harm- 
ful to  her  health. 

Drug  dependent "women,  especially  those  who  have  been  incarcerated 
and  lead  a>  streetwise  life,  have  learned  either  to  live  with  ab- 
normal vaginal  discharges  or  to  use  any  available  vaginal  creams, 
suppositories,  or  pills  to  treat  vaginitis,    clients  must  be 
taught  that  all  discharges  are  not  the  saraa,  that  positive  diag- 
nosis can  be  made  only  with  pelvic  exams  and  lab  tests,  and  that 
treatment  is  specific  for  each  type  of  infection. 
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CERVICAL  CANCER 

*  4 

J 

Over  the  pas  -  30  years  there  has  been  a  sharp  decline  in  the  in- 
cidence of  cervical* cancer.    Most  sources  attribute  tfus  decline 
to  the  use  of  the  tap  test.    Although  both  whit£  and  nonwhite 
women  have  experienced  a^decline  in  incidence  of  cervical  cancer, 
nonwhite  women  still  have  twice  the  mortality  rate  of  white  women. 
Nonwhite  women  experience  8.0  and  whit«  women  4.1  deaths  per 
100,000  women  (Moore  1980). 

Many  drug  dependent  women  fall  into  groups  that  are  at  a  high 
risk  of  developing  cervical  cancer.    Although  no  spt^ific  etiology 
has  been  discovered  for  cervical  cancer,  the  factors  that  increase 
a  woman's  chances  of  developing  cervical  cancer  include  the  • 
following  (Stewart  et  al.  1979): 

•  Starting  intercourse  at  an  early  age; 

•  Frequent  and  multiple  sexual  partners;  and 

•  Herpes  virus  or  other  sexually  transmitted  diseases. 

Drug  dependent  women  who  have  been  prostitutes  or  who  began  sexual 
relations  at  an  early  age  clearly  fall  within  this  at-risk  group. 
Women  who  fall  within  this  group  or  who  ha/e  had  a  history  of  ab- 
normal Pap  tests,  a  family  history  of  uterine  or  cervical  cancer, 
or  exposure  to  diethylstilbesterol  (an  estrogen)  or  birth  control 
pills  should  have  Pap  tests  at  least  once  a  year  (Moore  19£0; 
Stewart  et  al.  1979).  m  % 

Chemically  dependent  women  who  are  at  risk  can  reduce  their 
chancos  of  getting  cervical  cancer  by 

•  Having  partners  use  condoms  and  foam;  ^> 

•  Obtaining  frequent  Pap  tests; 

•  Having  regular  checkups  for  sexually  transmitted 
discuses;  and 

•  Avoiding  birth  control  pills  and  estrogen  replacement 
therapy  during  Menopause. 

Counselors  and  health  advocates  should  make  sure  that  clients  re- 
ceive a  Pap  test  and  that  all  positive  findings  are  aggressively 
resolved.    If  a  client  has  an  abnormal  Pap,  the  counselor  should 
make  sure  that  followup  appointments  are  made  and  kept  and  that 
the  client  understands  the  procedures.     (My  Body,  My  Health 
f Stewart  et  al.  1979]  clearly  explains  the  entire  process  of 
taking  and  interpreting  the  Pap.)    The  client  may  be  reluctant  to 
follow  uf>  because  she  is  afraid  of  what  might  be  found.    This  fear 
is  understandable.    But  good  counseling  techniques,  proper  infor- 
mation, and  a  supportive  -health  care  provider  can  help  the  client 
cope . 
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CONCLUSION 


Drug  dependent  women  often  experience  special  "-medical  needs  in  the 

cHo^T^r  health-    *nf°rtu^ely,  much^f  the  1  teraSre 
on  women's  health  does  not  include  discussions  that  specifically 
address  these  needs.    It  is  hoped  that  this  chapter  will  increase 
program  awareness  and  sensitivity  to  these  central  melca  i^ues 
Developing  the  capability  to  respond  to  the  reproductive,  health 
needs  of  chemically  dependent  women  will  inevitably  move  programs 
closer  to  their  goals  of  client  recovery.      .  -      \  '  programs 
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APPENDIX  A 

FAMILY  PLANNWG  TRANNN6  INSTITUTIONS- 


Region  I ' 

^JSI  Research  and  Training  Institute,  Inc. 
'141  Tremont  Street 
^Boston,  MA  02135 
(617>  482-9485  . 

'Region  II  ' 

Hemisphere  Development  Corporation  * * 

»    500  N.  Washington  Street 

Alexandria,  VA    22314  '  '  . 

(703)  872-1470 

_  Region  III 

Planned  Parenthood  Association  of  Maryland 
Family,  Planning  Training  Institute 
610  North  Howard  Street 
Baltimore*  MD  21201 
(301)  752-0131 

Region  IV  ^      *  ^ 

Emory  University  » 
Hartford  Bldg.,  Room  802 
100  EdgewoocT Avenue ,  N.E.  '     '  1 

Atlanta,  GA*  30303 
(404)  523-1996 

Region  y  <p> 

t 

Planned  parenthood  of  Central  Ohio,  Inc. 
206  East  State  Street 
Columbus,  OH  43215 
(614)  224-2235  * 

Planned  Parenthood  of  Wisconsin. 
1135  West  Stfate  Street 
Milwaukee,*  WI  53233 
%    (414)  271-8181 

Indiana  Family  Health  Council,  Inc. 
21  Beachway  Drive,  Suite  B 
Indianapolis',  IN    46224  ^ 
(317)  247-9158 
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^  ■ 

+4>  Planned  Paren^riod  Association/Chicago  Area 

55  Bast  Jackson  Boulevard 
Chicago,  II,    60604  ' 
(312)^322-4229  » 

planned  Parenthood  of  ^nnesota 
1965  Ford  Parkway" 
St.  Paul,  MN  55116 

(612).  698-2401  '» 
Reyon  VI  , 

The  Center  for  Health  Trailing 
302.  Vest  15th  Street,  Suite  200 
Austin,  TX  '787CW. 
(512)  476-8342- 

Region  VII  • 

Development  Systems,  Inc..  + 
40£9  Pennsylvania 
Kansas"  C,ity,  MO  '64111 
(816).-931-4828 

Region  VI II. 

'  Rocky  Mountain  Planned  Parenthood 
<t2030  East  20th£Avenue  « 
.  Denver,  CO   80205  *    *  1 

(303)  321-2471  %  * 

Region  IX 

*  ,  '* 

Center  for/.  Health  Training 
2229  Lor  bard  street 
San  Francisco,  CA    94123  ' 
(415)  929-9100 

Region  X 

Planned  Parenthood  of  Seattle/King  County 
211  East  Madison 

Seattle,  WA  * '98112  %  I 

(206)  447-2-371  - 
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APPENDIX  B 

FAMILY  PLANNING  REFERENCE  MATERIAL 


Pamily  Planning  in  Primary  Care  Settings.    GPO  #872-855,  March 
1980.    A  manual  designed  to  help  persons 'working  in  primary  tfare 
settings  to  deliver  family  planning  services  in  the  broad  context 
of  prevention  and  patient  education  rather  .than  within  a  purely 
medical  framework.  1 

Improving  Family  Planning  Services  for  Teenagers.    DHHS  Pub.  No. 
(HSA)  81-5628,  1981.    A  report  based  on  a  study  of  clinics  pro- 
viding family  planning  services  to  teenagers*.    Based  on  the  study 
results,  recommendations  are  made  on  how  to  improve  services  to 
teenagers.  ^ 

> 

Contraception.    DHHS  Pub.  No.  (HSA)  80-5659,  1980.    A  basic  self- 
instructional  booklet  designed  to  teach  women  six  methods  of  pre- 
venting pregnancy;    oral  contraceptive  (the  pill),  intrauterine 
device  (IUD) diaphragm  (and  contraceptive  creams  or  jellies), 
condom,  contraceptive  foam,  anci-  natural  methods. 

Understanding  Female  Sterilization.    DHEW  Pub.  Nc.   (HSA)  76-16025, 
1976.    A  self-instructional ^booklet  to  help  individuals  learn  about 
female  sterilization.    Specific  attention  is  given  to  tubal  liga- 
tion, the  most  common  r^cnod  of  female  sterilization. 

Family  Planning  and  Health.    DHEW  Pub.  No.  (HSA)  79-5657,  1979. 
A  pamphlet  briefly  describing  the  reasons  'or  family  planning, 
health  tests  that  are  used,  and  the  importance  of  such  practices 
in  producing  healthier  children.  1 

Female  Physical  Examination  for  Contraception.    DHFW  Pub.  No. 
(MSA)  80-5^09,  1980.    A  self-instructional  booklet  to  promote  J 
understanding  of  the  female  physical  examination  that  physicians - 
should  do  routinely  to  iasure  appropriate  individual  Cw.itraceptive 
use.  , 

z 

The  Choice  Is  Yours.     DHEW  Pub,  No.   (HSA)  79-5615,  1979.  A 
booklet  that  tests  readers1  basic  knowledge  and  provides  facts 
about  various  contraceptive  methods. 


These  materials  can  be  obtained  free  of  cha^gv  by  contacting  the 
National  Clearinghouse  for  Family  Planning  Information,  U.S. 
Department  of  Health  and  Human  Services,  5600  Fishers  Lane, 
Rockville,  MD  20857. 
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APPENDIX  C 

ABORTIONS:  RELATED  PUBLICATIONS  FROM 
THE  CENTER  FOR  DISEASE  CONTROL 


^eP^S'°Lthe  followin9  Publications  may  be  obtained  by  writing 
to  FPED,  CDC,  Atlanta,  GA.  Y  wrltlng 

*  *  * 

Cates,  W.    Jr.    Abortion  attitudes  of  black  women.    Women  and 
Health,  2:3-9,  1977. 

CateS/  w. ,  Jr.   "Evaluating  the  qualjlty  of  abortion  services  by  ' 
measuring  outcomes.  .Advances  in  Planned  Parenthood 
14 : 13-30,  1979.  r  -  # 

Cates,  w     Jr.    Late  effects  of  induced  abortion.  Letter-Journal 
ot  Reproductive-  Medicine,  23:78,  1979.  ' 

Cates,  W.,  Jr.;  Gold,  j.;  and  Selik,  R.M.    Regulation  of  abortion 
services--for  better  or  worse?    New  England  Journal  of 
Medicine,  301:720-723,  1979. 

Cates    W.,  Jr.,  and  Grimes,  D.A.    On  seeking  abortion  counseling" 
Letter— American  Journal  of  Public  Health,  67:780-781,  1977. 

Cates    W.    Jr;  Grimes,  D.  A.;  and  Smith,  J.C.    Abortion  as  a 
^treatment  for^unwanted  pregnancy:    The  number  two  sexually 
12?i^-Sld  i97Siti0n"    Advances  in  Planned  Parenthood,  ? 

Cates,  W.,  Jr.;  Grimes,  D.A.;  Smith,  J.C.;  ana  Tyler,  C.W.  JrX 
safety  of  abortion.    Response-Journal  of  the  American  ' 
Medical  Association," 237:2601-2602,  1977. 

Cates    W.    Jr.;  Grimes,  D.A.;  and«Tyle»,  C.S.,  Jr.    safety  of 
legal  abortion.    Letter— Lancet,  1:198-199,  1980.    .  • 


Cates,  W.,  Jr.;  schulz,  K.R.;  and  Grimes,  D.A.  Midtrimester 

abortion  procedures.    Letter-American  Journal  of  Obstetrics 
and  Gynecology,  133:934-936,  1979. 

Center  for  Disease  Controls    Abortion  surveillance  1977.  Atlanta- 
Center  for  Disease  Control,  1979. 

.Center  for  Disease  Control.    Comparative  risks' of  three  methods  of 
midtriinester  abortion  (Tietz,  c. ,  ed.).  Morbidity/Mortality 
Weekly  Report,  25:370-375,  1976". 

Ce0t<iL^f  °iSMaf t  ^°ntr01  *  "  Teend9e  *ildbearing  and.  abortion  ;/ 
patterns  Ur.ited  states,  1977.  Morbidity  /Mortality  Weekly  ' 
Report,  29:157-159,  1980.  "\ 
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Cheng*,  M.C.Ifc.,  and  Rochat,  R.W.  The  Safety' of  combined  abortion- 
sterilization  procedure.  American  Journal  of  Obstetrics  and 
Gynecology,  29:548-552,  1977.. 

%Gold,  J,,  and  Cates,  W. ,  Jr.    Restriction  of  Federal  funds*for 
\abortion:    18  months 'later.    American  Journal  of  Public 
Health,  69:929-930,  1979. 

Gold,  J.;  Catesr  W. ,  Jr.;  Nelson, ^M. ;  Kimball,  A.M.;  Rochat,  R.W. ; 
Chester,  D.W. ;  and. Tyler,  C.W.,  Jr.    A  cluster  of  septic 
complications  associated  witji  illegal  induced  abortions. 
Obstetrics  and  Gynecology,  56:^311-315,  1980. 

Grimes,  D.A. ,'  and  Ca£es,  W. ,  Jr.  <?*bortion:  Methods  and  Compli-  t 
cations.    In:    Hafez,  E.S.E.,  ed. "  Humah  Reproduction: 

i— -  Conception  and  Contraception.    New  York:    Harper  &  Row, 
1980.  "  pp..  796-813. 
:s,  D.A.,  and  Catfcs,  W. ,  jr.    Complications  fr.om  legally- 
induced  abortion:    A  review.    Obstetrical  and  Gynecological 
Survey,  34:177-^91,  1979.  *    ^  % 

Grimes,  D.A.,  and  Cates,  W. ,  Jr.    The  comparative  efficacy  and 

sc.f'ety  of  intraamniotic  prostaglandin  F2a  and  hypertonic  * 
j**line  for  second-trimester  abprtion—A  review  and  critique. 
Journal  of  Reproductive  Medicine,  2*2:  248-254,  1979. 

K 

Grimes,  D.A. :  Schulz,  K.F.;  £ates,  W. ,  Jr.;*  and  Tyler,  C.W. ,  Jr. 
Midtrimester  abortions.    Response — N^w  England  Journal  of 
Medicine,  297:511-512,  1977. 

Guidotti,  R.J.;  Grimes,  D.A.;'  and  Cates,  W.,  Jr.  Amniotic-fluid 
embolism  arte'  abortion.    Letter— Lancet ,  2:911-912,  1979. 

• 

Ory,  H.W.    The  health  effects  of  fertility  control,     tni  Pro- 
ceedings of^a  Symposium  on  Contraception:    Science,  Tech- 
nology, and  Application,  1978.    Washington,  D.C. :  National 
Academy  of  Sciences,  1979.    pp.  110-121.  ~ 

"Rochat,  K*.W.    Abortion,  the  Bible,  and  the  Christian  physician. 
Christian  Medical  Society  Journal,  7:19-26,  "1976. 

O  i 

Rubin,  G.L.;  Gold,  J*.;  and  Cates,  W.,  Jr.    Response  of  low  income 
women  and  abortion  facilities  to  restriction  "of  public  funds* 
for  abortion:    A  study  of  a  large  metropolitan  area.  Ameri- 
can Journal  of  Public  Health,  69:948-950,  1979. 
* 

Speroff,  L. ;  Cates,  W. ,  Jr.;  Anderson,  G.;  and  Barr,  M.    Ig  there 
a  best  way  .to  do  midtrimester  abortions?     (symposium)  Con- 
temporary OB/GYN,  13:106-141,  197|. 
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Tyler,  C.W.,  Jr.,  and  Cates,  W.,  Jr.    £egal  abortion  in  the 
United  States:    Its  effect  on  thevhealth  o£  women.  In: 
Proceedings  "of.  the*  Pathfinder  Fund  Conference  on  New  Develop- 
ments in  Fertility  Regulation,  Airlie,  1976.  Boston:' 
Pathfinder  Fund,  1976.    pp.-  143-149. 

Von  Allmen,  S.C. ;  Cates,'  W. ,  Jr.;  Schulz,  K.R.;  Grimes,  D.A. ;  and' 
Tyler,  C.W. ,  Jr.    Costs  of  treating  abortion-related  compli- 
^    cations.    Family  Planning  Perspectives,  9:273-276,  1977. 
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HfECTKftS  OF  THE  REPRODUCTIVE  TRACT 


Sexually 
t  ran  sail  tted 
disease 


Discharge  Synptocs 


Treatment 


Treat 
partners 


Prevention 


Special  comments 


.Trichomonas  .  Frothy, 
vaginitis        s  watery; 

greenish 
gray  or 
"    '  white 


Herpes 
simplex  II 


Gonorrhea 


Syphilis 
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Kay  'not 
have 

discharge. 


Yellowish. 
Can  often 
teli  by 
discharge 
from 

partner's  * 
penis. 

Kay  not 

notice 

symptoms* 


-Itching, 
redness, 
P«ln, 
foul  odor 


One  or  sore 
very  pain- 
ful blisters 
on  vulvs  or'*> 
*  buttocks 


Saline 
slide 


Usually 
diagnosed 
by  signs 
and  symp- 
toms— 
tests  are 
available, 
using 
cultures 
and  smears* 


Flagyl 


No  known 
cure 


,  Ho  known 
cure  > 


Condons ^ 


Condoms 


Hay  not  have  Culture 


Penicillin 


Condoms 


symptoms, 
'discharge, 
or  pain 


Chancre — 
painless 
sore  * 


tests  frost  Amplcillln 

vagina, 

rectus,  and 

aouth — take 

48  hours  to 

grow* 


Blood 
tests— 

VDRL  , 


Penicillin 
Anpicillln 
Tetracycline 


Yes 


Condom* 


2(J 


Patient  shouldn't  drink 
alcohol  when  using  Flagyl. 


Herpes  can  be  transmitted 
sexualAy  or  may  arise 
spontaneously.    Get  Pap 
testyevery~6  mo.  to  I  yr. 
Herpes  may  be  related,  to 
cervical  cancer. 


Gonorrhea  can  spread  to 
the  fallopian  tubes  and 
cause  PID.    person  is 
'contagious  until  cultures 
are  negative. 


Heroin  dependent  indi- 
viduals often  have  a 
false  positive  VDRL  test. 
.  VDRL  tests  for  antibodies 
to  syphilis,    if  test  is 
positive,  other  tests  are 
performed  to  confirm 
diagnosis. 


,  Sexually 
transmitted 
<dlieas« 


Discharge  Symptoms 


Treat 
partners 


Prevention 


Special  cements 


Pubic  lice 


venerea^ 
warti ' 
(condyloma 
acini  nata) 


Vaglnltlo 
Bacterial 


Monllla 
vaginitis 
(yeast 
infection) 


Yellow- 
green 


Thick, 
cheesy, 
white 
discharge 
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Itching 
in'  pubic 
hair  area 
("crabs") 


Dry  painless 
wa-ts— 
flesh  color 
on  vulva, 
vaglnla, 
cervix,  and 
rectum 


OMerva 
tion  of 
"crabs" 
or  eggs 


Observa- 
tion 


Itching* 
foul  odor 


Intense 
itching 


Saline 
slide 


Potassium 
hydroxide* 
slide 


Small  If 
warts—  infected 
burn  with 
podophyllin. 
Large 
warts- 
cauterise, 
freeze,  or 
use  tri- 
chloroacetic 
acid. 


Sulfa  ere an     No  ' 
or  vaginal 
suppositories 

Antifungal  Partner 
creams  ^ot  should 
suppository  wear 
such  as  condom 
Gynelotrinin,  until 
Honistat,         your  in- 
Mycostatin  fection 
is  ©vet. 


Avoid  con- 
tact until 
warts  are 
cleared. 


Good 
hygiene 


Vinegar 
baths—} 
cup,,  white 
vinegar! 
cotton  ' 
underwear  i 
avoid  panty 
hose,  leo- 
tards. De- 
crease 
sugar  in 
diet. 


Wash  all  c\ld  thing  and 
bedding  ancTdry  in  com- 
mercial dryerto  kill 
egg p.    Wash  combs  and 
brushes  in  ftrell. 

Do  not  use  podophyllin 
on  warts  in  vagina  or 
cervix*    Warts  in  vagina 
or  on  cervix  should  be 
cauterized  or  frozen. 
Treat  early— they  can 
spread . 


Yeast  infections  are  very 
common.    Women  should 
learn  how  to  maintain  the 
proper'  pH  in  the  vagina. 
Taking  vinegar  baths 
during  and  after  periods 
often'  helps  prevent, these 
infections.    The  use  of 
antibiotics  frequently  * 
promotes  yeast  infections. 
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8. 

Vocational  Rehabilitation/ 
Employment  Development  for 
.Drug  Dependent  Women 

Robert  Insketp,  Ph.D.  . 

THE  HEED  FOR  VOCATIONAL  SERVICES  ^ 

*  « 

This  chapter  was  written  as  a  guide  for  establishing  or  revitaliz- 
ing • rehabilitation  services  within  substance  abuse  treatment  pro- 
grams that  serve  women.    The  need  is  great  for  woman-oriented  ' 
vocational  programing  in  substance  abuse  treatment  facilities 
Although  women  alcoholics  are  somewhat  more  likely  than  women  in 
scciety  at  large  to  be  employed  (Schuckit  and  Morrissey  1976)/ 
women  dependent  on  other  drugs  are  unlikely  to  be  employed  or  to 
have  employment  skills.    Ryan  and  Moise  (1979)  reported  that  oniy 

*3  percent  of -the  women  in  drug  Souse  treatment  programs  surveyed 
by  the  Women's  Drug  Research  Project  (WDR)  were  continuously  em- 
ployed in  the  2  years'  prior  to  program  admission  Thirty-seven 

-  percent  of  the  women  studied  reported  no  employment  at  all  during 
the  sane  period.  , 

Most  women  in  drug  abuse  treatment  desire  enjoyment  ^Gioia  and 
Byrne  1974;  Levy  and  Doyle  1974) V apparently  because  only  about 
one  woman  in  five  entering  treatment  is  financially  supported  bv 
others  (Pile  1976;  Moise  et  al.  1979).    Kany  of  these  women  must 
depend  on  public  assistance  or  illegal  sources  of  income.  Drug 
treatment  programs,  however,  have  generally  been  unsuccessful  in 
helping  woman  clients  obtain  employment  skills  or  jobs,    in  the 
WDR  sample,  the  rate  of  unemployment  was  about  #e  same  among 
women  leaving  treatment  as  it  had  been  among  women  entering  treat- 
ment (approximately  80  percent) .    composite  client  Oriented  Acqui- 
sition Process  (CODAP)  data  (Burt  et  al.  1979)  reveal  a  similar 
picture;  almost  &0  percent  of  all  women  leaving  treatment  are 
unemployed.-  According  to  Richman  (1966),  a  major  factor  leading 
to  unemployment  and  consequent  drug  recidivism  among  checfically 
dependent  women  is  the  failure  by  treatment  programs  to  recognize  • 
that  the  addict  "after  detoxifj cation  .  .  .  continues  to  be  the 
same  vocationally  limited  individual  .  .  .  even  though  she  may  < 
appear  able  to  work." 
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To  some  extent  th^s  poor  record  has  stemmed  from  the  tailure  of 
adm\nistrators  and  staff. within  treatment  programs  to  recognize 
the  importance  of  employment  as  part  of  the  overall  rehabilitation  % 
effort  (e.g.,  Edwards  "and  Jackson  1J75;  Levy  and  Doyle  1974).  The 
problem  also  stems  from  several  other  factors  that  make  entrance 
into  the  work  world  difficult  for  drug-dependent  women.'  Lack  of 
education  and  prior  job  experience  are  problems  for  many  of  these 
women.    Reed  and  Leibson  (1979)  found  that  less  than  half  of  the 
WDR  sample  had  high  school  diplomas  or  GEDs  when  entering  treat- 
ment.   A  large  percentage* of  these  women  also  reported  no  job- 
related  identity.    Of  those  women  indicating  a  prior  occupation, 
low-skill  clerical  and  servic£  occupations  were  most  frequently 
named.    In  some  cases,  even  basic  survival  skills  (such  as  using 
a  phone  book,  balancing  a  checkbook,  or  cooking  a  meal)  were  lack- 
ing.   Colten  (1979)  found  that  woma'n  druq  abusers  were  less  likely 
to  use  professional  services  than  were  other  women.    Many  drug 
abusing  women  must  turn  to  prostitution,  other  illegal  sources  of 
support  (such  as  shoplifting) ,  or  welfare  to  help  support, 
themselve's. 

*  " 
Most  drug-dependent  women  have  childcare  responsibilities  that 
must  be  considered  in  planning  training  or  employment  possibil- 
ities.   Reed  and  Moise  (1979)  point  out  that  even* though  they 
have  significantly  less  income  than  male  addicts,  women  clients 
are  more  frequently  expected  to  provide  primary  care  and  support 
for  their"children.    These  women  may  also  lack  a  knowledge  of 
transportation  systems  and  money  for  such  things  as  transportation 
and  lunches.    Lodging  and  clothing  are  often  inadequate.  Medical, 
dental,  and  legal  prob'ems  may  interfere  with 'obtaining  or  keeping 
employment.    Andersen  (1977)  found  that  drug-dependent  women  suf- 
fered more  physical  illnesses  during  treatment^than  did  drug- 
dependent  men. 

In  addition  to  situational  barriers,  several  other  factors  also 
make  it  more  difficult  for  drug-dependent  women  to  obtain  employ- 
ment.   Employers  often  attach  a  greater  stigma  to  women  substance 
abusers  than  they  do  to  men  drug  abusers  (although  the  stigma  at- 
tached to  men  substance  abusers  should^not  be  underestimated^. 
Colten  (1979)  found  that  a  high  percentage  of  addicted  women  felt 
that  both  men  and  women  look  down  on  female  addicts  more  than- they 
do  on  male  addicts.    The  majority  of  women  addicts  surveyed  stated 
that  women  addicts  were  "worse"  than  "their  male  counterparts.  One 
result  of  this  attitude  is  an  extreme  degree  of  isolation  (Tucker 
1979).    Chemically  dependent  women  often  have  few  associates  or 
friends  who  are  not  abusing  drugs  and  little  idea  of  the  kinds  of 
behaviors  that  are  expected  of  them  on  the  job.    Unrealistic  ex- 
pectations about  working  are  fostered  by  lack  of  contact  with  the 
"straight"  world  and  lack  of  experience.    Low  levels  of  self-esteem 
and  asjer tiveness  and  high  levels  of  depression  have  been  found 
among  women  in  a  variety  of  drug  and  alcohol  studies. 

Paradoxically,  although  women  often  receive  less  job  training  in 
treatment  programs,  they  are  more  likely  than  their  male  counter- 
parts tq  look  to  the  drug  treatment  program  for  assistance  in 
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receiving  vqcatiflnal  rehabilitation  and  finding  suitable  employ- 
ment.   They  fjeel  less  able  to  undertake  these  activities  on  their 
own  and  feel  that  apart  from  the  program,  they  receive  little  in 
the  way  of  support  and  assistance  for  their  vocational  aspirations. 

Finally,  women  in  our  society  generally  face  special\problems  in 
>    attempting  to  obtain  satisfactory  employment.    These  Barriers  in- 
clude society's  stereotypic  perception  of  women  as  dependent  and 
nurturant  and  ^primarily  interested  in  passive  service  careers 
rather  than  in  leadership  and  competition.    Women  clients  are 
likely  to  come  under  pressure  to  find  conventional  "feminine"  3obs. 

This  pressure  may  be  particularly  difficult  for  chemically  depend- ' 
ent  women  to  withstand,  given  the  fact  thai  compared  with  other 
women  in  society,  drug-dependent  women  tend  to  hold  more  tradi- 
tional concepts  of  a  woman's  "proper"  role,  even  though  conven- 
tional solutions  are  less>likeiy  to  be  satisfactory  for  them  than 
they  are  for  other  women  (Baldinger  et  al.  1972;  Colten  1979; 
Miller  et  al.  1973;  Wilsnack  1973).    Similarly, . researchers  have 
found  that  some  groups  of  alcoholic  women  value  femininity  to  an 
unusual  degree  (Belfer  et  al.  1971;  wilsnack  1973).    At  the  other 
extreme,  subgroups  of  women  alcoholics  may  openly  reject  feminine 
roles. 

Traditional  female  jobs  are  often  of  a  service  nature  (Bird  1970) . 
Ninety  percent  of  all  caregiving  positions  such  as  nurse,  baby- 
sitter, maid,  and  counterperson  are* held  by  women.    Within  a 
therapeutic  community,  DeLeon  and  Beschner  (1976)  found  jobs  as- 
signed to  women  to  be  gender  typed.    Women  typically  engaged  in 
washing,  cleaning,  and  cooking,  whereas  men  made  repairs.  Voca- 
tional programing  in  treatment  facilities  frequently  reflects 
Strong  sex-role  biases.    The  jobs  available  to  clients  will  likely 
fall  within  traditional  sex-role  boundaries  unless  specific  ef- 
forts are  made  to  counteract  this  practice.    Unattractive  or  fi- 
nancially unrewarding  jobs  may  have  been  an  addict's  reason  for 
rejecting  the  non-drug-abusing  world  i»,    he  first  place.  Efforts 
should  be  made  to  help  women,  choose  from  the  entire  range  of  pos- 
sible occupations  so  that  they  can  find  work  that  is  sufficiently 
interesting  and  rewarding. 
* 

This  chapter  will  outline  several  ways  that  programs  can  better 
meet  the  vocational  needs  of  their  woman  clients.    It  stresses 
that  adequate  time  and  attention  should  be  given  to  the  planning 
stages  so  that  the  vocational  component  is  realistic  in  terms  of 
resources  available  and  actual  client  needs.    A  variety  of  tech- 
niques will  be  suggested  for  dealing  with  problems  , and  obstacles. 
The  chapter  points  to  the  importance  of  identifying  and  utilizing 
resources,  available  within  the  community.    Support  materials  are 
listed  in  the  appendixes. 


tSTftBUSHEffi  A  REHABILITATION  COMPONENT 


Careful  planning  Us  the  first  step  in  initiating  vocational  re- 
habilitation services,  because  of  the  complexity  of  services  you 
will  t>e  called  upon  to  perform.    Areas  to  be  considered  include 
program  objectives,  staffing  requirements,  client  needs,  available 
resources,  ground  rules,  and  procedures. 


OVERALL  PROGRAM  OBJECTIVES 

The  nature  and  scope  of  vocational  rehabilitation  services  pro- 
vided in  different  programs  vary  with  many  factors,  including ^the 
scope  of  client  needs,  and  the  availability  of  program  and  commu- 
nity resources  to  meet  these  needs.    The  goals  and  objectives  of 
your  rehabilitation  component  will  determine  the  scope  of  voca- 
tional activities  pursued.    You  may  choose  to  limit ^your  object 
tives  to  "help  clients  gain  exposure  to  the  world  of  work"  or 
"familiarize  clients  with  their  vocational  interests  and  aptitudes" 
or  "introduce  clients  to  vocational  resources,  in  the  community." 
In  this  case,  you  could  operate  with  limited  resources.  Include 
treatment  counselors*  discussions  of  vocational  issues  in  treatment 
groups.    Designate  one  staff  person  as  a  liaison  to  State  offices 
of  vocational  rehabilitation  and  employment  services. 

You  may  intend,  however,  to  help  clients  "explore  and  map'  career 
plans,"  "enter  and  complete  advanced  training,"  and  "locate* and 
maintain  satisfying,  full-time  employment."    in  thjLs  case,  more 
sophisticated  resources  will  be  needed,  including  at  least  one 
part-  or  full-time  clinic  staff  person  to  specialize  in  vocational 
rehabilitation  activities. 

In  addition  to  receiving  educational  services  (such  as  GED  prepa- 
ration) ,  basic  skills  training,  and  job  placement  services,  clients 
can  profit  from  advice  on  sizing  up  potential  employers,  filling 
out  j^b  applications,  dressing  for  interviews,  preparing  concise 
resumes,  handling  difficult  interview  questions,  and  writing  thank 
you  letters  to  potential  employers.    These  elements  are  usually 
included  in  job  readiness  sessions  conducted  by  vocational  schools, 
St;ate  rehabilitation  and  employment  services,,  and  colleges,  but  & 
you  may  decide  to  offer  such  activities  within  your  program.  * 

Regardless  of  the  extent  of  onsite  vocational  services  provided, 
you  must  accept  responsibility  for  addressing  all  vocationally 
related  client  needs.*    As  Reed  and  Leibson  (1979)  point  oi\t,  the 
needs  of  female  substance  abusers  are  many  an,d  varied.    Any  single 
need  that  goes  unmet  can  undermine  client  success.    Be  prepared 
to  address  all  possible  contingencies  either  through  onsite  serv- 
ices or  through  a  variety  of  referral  linkages. 

* 
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•  STAFFING 

If  multiple  onsite  services  such  as  vocational  testing,  group  oc- 
cupational exploration,  and  job  readiness  serVrces  are  to  pe.  of-, 
fered,  a  full-time  vocational  coordinator  will  probably  be  neces- 
sary. •  Usually  trained  at  the  graduate  j.evel,  vocational  counselors  * 
are  skilled  at  collecting  and  assimilating  client  data,  helping 
develop  comprehensive  vocational  rehabilitation  plans/  and  procur- 
ing and  coordinating  the  services  needef  to  help  a  client  secure 
and  maintain  satisfactory,  gainful  employment.    Vocational  coun- 
selors generally  have  expertise  in  interviewing  clients  to  deter- 
mine their  vocational  ,strengt^is  and  weaknesses.    They  are  familiar 
with  most  physical  and  emotional  disabilities  and  the  ways- these 
disabilities  handicap  entrance  into,  employment.    Their  knowledge 
of  assessment  techniques,  including  a  variety  of  commercial  tests 
and  inventories,  is  generally  sound.    They  are  skilled- in  helping 
clients  translate  skoalls  and  interescs  into  plans  for  employment. 
Sucn  plans  and  the  steps  needed  to  realize  them  draw  upon  the  vo- 
cational counselor's  knowledge  of  the  job  market,  job  require- 
ments, and  community  resources  available  to  help  clients  prepare 
for  jobs.'   Program  administrators  might  recruit  vocational  'coun- 
selors from  local  or  State  rehabilitation,  social  service,  or  em- 
ployment agenpies  or  from  school  systems  and  graduate  professional 
counseling  programs.  *  • 

In  addition  to  meeting  the  specific  requirements  of  your  program, 
applicants  should  possess  (l):a  sensitivity  for  tjje  concerns  of 
women  and  the  problems  of  gender  role  stereotyping',  (2)  an  out- 
going personality,  and  (3)  the  ability  to  coordinate  many  activ- 
ities and  services  at  one  time.    Consideration  should  be  given  to 
selecting  a  woman  to  fill  this  position.    Banna  and  Gordon  (1978) 
observed  that  chemically  dependent  women  found  it  much  easier  to 
discuss  intimate*  details  of  personal„problems  with  women  sta£f 
members.    Biener  (1979)  reported  that  a  significantly  greater 
number  of  woman  polydrug  abusers  enter  treatment  when  their  first 
contact  with  the  program  was  with  "a  female  rather  than  a  male 
staff  member.    Mandel  et  al.  (1979)  reported  many  positive  inter- 
personal and  emotional  gains  for  female  addipts  who  participated 
in  discussion  cjroups  led  by  women.    If  your^ program  cannot  hire  a  * 
fjlll-time  vocational  counselor,  a  vocational  counselor  from  your 
State  rehabilitation  agency  could  serve  as  a  valuably  consultant. 
For  example,  the*  local  rehabilitation  office  may'be  willing  to 
provide  your  clonic  with  comprehensive  assessment, ,  planning , 
training,  and  placement  services.    Or  they  may  choose"  td  help  your 
treatment  ^program  personnel  provide  some  of  these  services  them- 
selves.   The  vocational  counselor-consultant  might  recommend  data 
that  should  be  collected  at  intake  that  will  be  essential  to  later 
job  preparation  and  placement  efforts.    The  consultant  could  also 
train  treatment  counselors  to  assist  clients  in  choosing  appro- 
priate vocational  objectives.    They  can  be  helpful  in  instructing 
treatment  personnel  in  techniques  to  be  used  in  job  readiness 
sessions  and  in  providing  up-to-date  information  on  job  market 
trends  for  client  counseling. 
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In  addition  to  the  free ^services  offered  by  state  vocational  re- 
habilitatipn  agencies,  many  commercial  companies  offer  training 

Sjn  ways  to  induct  job  exploration  and  job  readiness  sessions. 
These  1-  and  2-day  sessions  are  offered  for  a  standard  fee,  which 
may  include  the  cost  of  the  trainer's  transportation  to  your  fa- 
cility*   Your  local  State  vocational  rehabilitation  agency  should 

m  be  able  to  direct  you  to  these  and  other  training  resources. 


MEASURING  CLIENT  NEEDS 

In  planning  your  vocational  rehabilitation  component,  first. obtain 
an  accurate  composite  appraisal  of  the  vocational  needs  ^of  ,the  cli- 
ents* in  your  program,    in  addition  to  asking  women  in  treatment  for 
suggestions,  consider  polling, treatment  staff  members  and  community 
professionals  who  are  actively  involved  in  the  problems  of  chemi- 
cally dependent  women.    Anyone*  familiar  with  conducting  semi-  * 
structured  interviews,  such  as  treatment  counselors,  intake  or 
social  workers,  or  administrative  staff,  could  conduct  such  a  poll. 
Many  rehabilitation  agencies  have  used  a  structured,  stepwise  needs 
analysis  procedure  known  as  a  Delphi  Prob£  (tinstone  and  Turof f 
1975),  a  procedure  that,  although  lengthy,  produces  an  accurate, 
usable  picture  of  client  needs.    Other  possible  issessment  tech-  • 
niques  include  the  following:  . 

•  Written  survey  instruments.    Checklists  or  o^enended  ques- 
tionnaires can "be  used  to  survey  large  numbers  of  clients 
and  staff  simultaneously.    Questionnaires  could  be  used 

to  elicit  clients*'  perceptions  and  their  educational, 
training,  and  occupational  needs  as  well  as  information 
about  barriers  to  employment,  such  as  lack  of  transporta- 
tion, day  care  facilitieis,  tuition  aid,  lunch  money, 
tools,. and  adequate  housing.    Once  compiled  as  a  clinic- 
wifce  portrait  of  client  needs,  specific  educational,,  eco- 
nomic, social,'  and  psychological  data  could  become  part 
of  an  individual ^ client's  record  to"  help  shape  treatment 
%  and  vocational  rehabilitation  planning. 

•  Client  interviews.    Consider  interviewing  clients  regard- 
ing their  vocational  needs5.    This  openended  technique 
gives  an  interviewer  the  opportunity  to  probe  areas  of 
special  concern  to  specific  clients.    These  interviews 
could  be  conducted  by  treatment  counselors,  intake  speA 
cialists,  or  social  workers.    For  example,  ask  a  client,  « 
"What  do*  you  need  in  order  to  get  the  job  you  want?"  When 
a  client  responds  with  vague  references  to  children,  boy-, 
friends,  and  debts,  clarify  her  needs  by  asking  further 
questions.    This  technique  is  particularly  help'ful  fn 
clients  who  have  difficulty  expressing  themselves.  When 
summarizing  a  needs  assessment  interview,  remember  to  in- 
clude your  personal  observations  of  client  needs  because 
clients  often  fa|l  to  perceive  poor  work  attitudes  or  the 
absence  of  academic  credentials  as  career  barriers. 
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Client  group  discussion.*  This  technique  may  i^fcve  to  be 
the  best^aethod  for  determining  client  needs.  A  women's 
group  may  be  useful0 for*discussing  common  interests  and  ' 
needs  while  providing  needed  support  and  understanding  on 

•  common  interests  and  concerns.    Such  ongoing  groups  can* 
be  conducted  by  skillful  clinic  social  workers,  treatment' 
counselors,  nurses ,  student  aideg,  or  recreational  thera- 
pists,   fiegin  by  asking  the  members  of  a  group  to  discuss 
•the*  kinds  »of  jobs  thoy  are  interested  in  and  the  kinds  of 
jobs  they  have  enjoyed  or.  disliked  in  the  past.    This  type 
of  spontaneous  peer/^roup  discussion  generally  reveals, 
information  not  obtained  by  more  conventional  means. 
Hopes' and  aspirations'are  revealed,  the  general  level  of 
ri'sktaking  increases,,  and  more^  information  is,  available 
for  examination  and  discussion.    This,  method  gives  both 
clients  and  staff  a  chance  to  support,  as  well- as  cri- 
tique, 'various  vocational -strategies. 

•»  •  , 

Client  da£a  systems.    Data  systems  already  in  place 'at 
your  clinic  (intake  and  State  and  Federal,  reporting  forms) 
provide  valuable  demographic  information  that  can  be  used 
to  shape  vocational  programing.  , These  records  are  sources 
of  cumulative  statistics^  client  academic  attainment, 
income,  skill,  levels,  and  family'  size.    From  these  data 
you  wiii^be  able  to  determine  the  percentage  of  women  who 
may  need  childcare  services,  GED  preparation f  transporta- 
tion, and  basic  work  adjustment  training.    A  systematic 
review  of  client  records,  including  medical  forms  and 
treatment  counselor  observations,  .might  indicate  person- 
ality, medical,  and  behavior  variables  that  will  need  at- 
tention if  rehabilitation  is  to  succeed. 

„  <v  # 
A  note  of  caution.    Remember  WHOSE  needs  are  being  sur- 
veyed.    As  you  .begin  to  assemble  yaur  data  into  a  final 
^needs  report,  make  certain  that  .your  conclusions  truly 
reflect  the  needs  of  your  clients,'  and  not  merely  those 
of  the  staff.     Levy  and  Doyle  (1974)  found  discrepancies 
between  staff  and  client  perceptions  fcrf  issues  related  to 
woman  clients,    staff  persons  in  their  sample  frequently 
failed  to  be  aware  of  clients'  suicidal  feedings,  concern 
about  family  relations,  negative  feelings  about  their 
bodies',  feelings  of  inadequacy,  and  desire  for  employment. 
,To  avoid  creating  services  that  g6  united,  it  is  critical 
•that  the  final  assessment  results  trulyreflect  your  61i- 
ent. population.    Therefore,  it  may  be  advisable  to  ask 
client  representatives  to  critique  your  assessment  con- 
clusions.   Even  if  no  revisions  result  from  this  review 
process,  the  credibility  of  future  rehabilitation  efforts 
will  be  enhanced. 
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INVENTORY  REHABILITATION  RESOURCES 

You  should  begin  as  early  as  possible  to  inventory  the  re|!abUi- 
tation  resources  available  in  the  community  and  to  developed 
maintains  system  of  contacts  with  these^ organizations.    A  knowl- 
edge of  existing  serviced  will  be  important:  'in  planning  the  scope 
an9  activities  of  your  component.    Moreover,  the  knowledge  of 
community  resources  that'will  emerge  from* such 'an  inventory  will 
be  an  important  tool  at  every  jtage  of  operation,    to  capitalize 
on  community  contacts  made  during  the  inventory,  the  investigation 
should  be  conducted  by  the  staff  person  who  will  later  be  respon- 
sible for  vocational  rehabilitation  activities.    A  treatment  coun- 
selor or  staff  social  worker  are  good  choices 'for  this  assignment. 

detailed  list  of  organizations  that  should  be  covered  in  this 
inventory  appear  later  in  this,  chapter .  ' 

Your  Own  Program.    First,  you  should  be  aware  of  the  resources 
available  within  your  own  program..  Conduct  an  investigation  of  your 
program,  collecting  and  analyzing  data  as  you  proceed.    "(You  can  use 
this  as  a  way  to  critique  your  investigatory  approach,  so  that.it 
can  be  modified  before  you  spend  large  amounts  of  time  surveying 

.  resources  available  in  the  community. )  .Find  out  which  special 
skills  staff  members' possess,  and  whether  they  would  consider  shar- 
ing these  skills  with  clients.    Reed  and  Hoise  (1979)  suggest 
tapping  the  talents  of  staff  persons  to  teach  courses  on  nutrition 
and  childcare.    pthers  may  be' willing  to  instruct  women  in 'basic 
homemaking  skills  such  as  sewing,  cooking,  and  managing  money. 
^         Still  others  may  be  interested  in  demonstrating  home  or  auto  re- 
pair*?   Ask  staff  members,  if  they  would  be  able  to  provide  cloth- 
ing f(5r  women  abqut  to  enter  the  work  world  or  serve  as  "persornel 
directors"  dur4ng  mock  job  interviews  aimed  at  sharpening  jobseek- 
ing  skills.    Check  to  see  which  contacts  and  resources  in  the 

t  community  are  available  to  staff  members.    Be  certain  you  are 
aware  of  the  programing  that  already  exists  in  the  clinic  or* 
agency  at  large  (in-service  training,  social  work  services,  trans- 
portation)  that  might  meet  somew  client  needs.    Also,  determine 
whether  existing  programing  could  be  adapted  to  meet  other  client 
*  needs.    For  example,  GED'teachers  are  often  willing  to  drill  cli- 

ents on  the  kinds  of  math  problems  frequently  encounteied  on  jqb 
aptitude  tests.  Inventory  the  special  skills  that  clients  might 
be  willing  to  share  with  others.  Cowan  and  Inskeep  (1978)  found 
that  rehabilitated  chemically  dependent  clients  were  willing  vol- 
unteers, anxious  to  help  other  clients  in 'need.  Musical  instru- 
ment instruction,  academic  tutoring,  and  crafts  demonstrations 
are  a  few  services  that  program  participants  have  provided. 

Explore  the  feasibility  of  establishing  specific  vocational  re- 
habilitation adjects  within  the  clinic.    Talk  with  your  adminis- 
trators about  the  needs  you  have  uncovered  and  the  ideas  you  have 
for  programing.    Quite  often  they  are  aware  of  obscure  sources  of 
funding  that  are  targeted  for  special  needs  o.  populations  such 
as  yours.     Finally,  question  the  feasibility  of  your  clinic'-s 
serving  as  a  source  of  paid  work^experience  for  some  of  your  cli- 
ent^   work  exposure  at  treatment  clinics  can  be  an  excellent 
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'    .       source  of  supportive  experience  for  clients  and  can  result  in 

savings  for  program  administrators.    Carefully  weign  the  pros  and 
l         cons  of  such  a  policy  for  ypur  clinic  and  identify  enough  staff 

members  interested  in  supervising  ^workers/clients  before  beginning 
the  practicel    Program  administrators  or  department  heads  should 
'  be  able  to  determine  a  need  for  extra  receptionists;  typists, 

maintenance  workers,  drivers,  switchboard  operators,  and  janitors. 
It  is  possible  that  local  manpower 'agencies  would  be  willing  to 
\      fund  &  number  of  such  transitional,  entry-level  positions  at  your 
treatment  site,       *  ,  , 

*  *  •  • 

Survey  of  Community  Resources.    A  detailed  list  of  organizations 
t*\at  should  be  contacted  in  an  inventory  of  available  resources 
is  contained  later  in  this  chapter-    Particular  note*  might  be 
.     taken  of  the  following.    Public  schools  often  offer  s3ult  basic  , 
,  ^  r      education,  GED  classes,  co-op  vocational  programing,  counseling, 

i  information  about  community  leaders  and  sources  of  funding 

to-*."    *or  sPeciai  educational  projects.    University  graduate  programs 

*    may  be  willing  to  provide  teaching  assistants  or  ccunselcr  interns  " 
,  to  help  bolster  the  staff  at  your  clinic.    Vocaticral  rehabilita- 

tion agencies  are  most  likely  to  offer  consistent  vocational  re- 
habilitation support  for  your  clients;  these  agencies  can  provide 
a  variety  of  diagnostic,  planning,  restorative,  training,  and 
placements  services  to  eligible*  persons.    State  employment  depart- 
*  pents  are  often  involved  in  testing  job  aptitudes,  providing  ca-"" 
reer  counseling,  screening  minority  applicants  for  special  train- 
ing opportunities,  and  locating  employment.    Finally,  \  ju  should 
gain  a  workin'g  knowledge  of  private  sector  resources  that  could 
aid  in  the^design  of  an  overall  vocational  rehabilitation 
component.  .  .  1  «sa  % 


GROUND  RUjS^S 
W 

Before  beginning  vocational  services,  you  should  address  a  number 
of  issues  to  prevent  clients  from  manipulating  staff  members,  to 
reduce  conflict  between ^treatment  and  rehabilitation  staff  mem- 
bers ,  and  to  limit  miscommunicat£bn  between  staff  members  and 
outside  employers.  * 

♦ 

•  Decide  at  what  point  in  treatment  women  will  begin  their 
vocational  rehabilitation  involvement.    It  should  be  soon 
enough  to  facilitate  long-term  objectives  but  late  enough 
to  allow  clients  ample  time  to  detoxify  fully  from  the 
effects  of  drugs.    Three  to  4  weeks  is  generally  consid- 
ered to  be  a  sufficient  detoxification  period,  after  which 
vocational  rehabilitation  may  begin  I 

•  Discuss 'with  treatment  personnel  the  degree  of  vocational 
involvement^  clients  will'be  permitted  at  various  stages 

*  of  treatment.  Make  certain  that  treatment  needs  are  not 
sacrificed  as  vocational  and  educational  involvement  in- 
creases. The  importance  of  quality , ^ongoing  therapy  in- 
creases as  clients  experience  the  stress  of  seeking  train- 
ing and  employment. 


?k  in^j  * 
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^Consider  limiting  the  type  and  location  of  employment  your 
clients  wiJl  be  encouraged  to  seek.*  Ask  ycurs-slf  if  jobs 
in  bars  and  other  establishments  frequented  by  drug  traf-  * 
fickers  will  be  acceptable.    Clients  frequently  see  no 
danger  in  returning  to  negative  environments  for 
employment.  f 


ERIC 


Verify  the  effectiveness  of  treatment  program  mechanisms 
designed  to  keep  treatment  and  vocational  counselors  from 
working  at  cross  purposes.    Vocational  counselors  in  the 
community  may  be  unaware  of  restrictions  placed  upon  cli- 
ents by  the  courts  or  treatment  s^af f.    A  vocational  coun- 
selor, working  in  isolation,  might-' attempt  a  job  placement 
that  would  interfere  with  a  client's  regular  attendance  at 
therapy  groups  or  would  expose  ifer  to  a  negative,  self-** 
defeating  environment  that  could  lead  her  back  to  chemical 
tuependence.    Clients  are  frequently  frustrated  in  their 
rehabilitation  efforts  because  treatment  and  vocational 
counselors  place  conflicting  demands  on  them.    To  avoid 
these  conflicts,  special  consultations  should  be  arranged 
between  treatment  staff  and  vocational  counselors  from 
-the  community.    Treatment  s£aff  should  familiarize  voca- 
tional counselors  with  the  nature  of  chemical  dependency. 
Between  such*  staffings,  the  clinic's  designated  vocational 
rehabilitation  liaison  Should  keep  community  vocational 
counselors  abreast  of  treatment  developments  by  phone  or 
^j^ersonal  contacts.    Confidentiality  regulations  must  be 
adhered  to  in  sharing  information  about  clients;  be  sure 
to  have  clients  sign  appropriate  release  forms. 

>    Determine  the  degree  of  latitude  vocational  coordinators 
will  be  allowed  to  keep  abreast  of  community  developments. 

^   Determine  how  much  time  will  be  granted  for  field  work 
and  attendance  at  seminars.    Excessive  controls  may  pre- 
vent the  vocational  coordinator  from  doing  his  or  her  job, 
leading  to  frustration  and  demoralization. 

%  * 

1    Reach  a  clear  understanding  with  treatment  staff  as  to 
the  importance  of  vocational  rehabilication  activities 
for  your  clients.    One  of  the  most  serious  threats  to 
-successful  implementation  of  a  vocational  service  compo- 
nent is  staff  insistence  that  treatment  activities  take  * 
priority  over  all  other  sufc<5tance  abuse  program  activi- 
ties.   Vocational  programing  must  be  granted  equal  status 
in  the  mix  of  services  offered. 


STRUCTURING  PLANS  AND  PROCEDURES 

As  noted,  the  success  of  your  rehabilitation  efforts  will  be  max- 
imized if  /ou  first  secure  a  broad,  accurate  picture  of  (1)  the 
needs. of  your  clients,  (2)  the  tools  available  to  meet  those 
needs,  and  (3)  the  rules  and  procedures  you-will  ise  tc  conduct 
rehabilitation,    with  these  decided,  you  can  delineate  the 
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structure  of  your  vocational  service  system.    Six  areas  require 
special  attention  here;  each  will  be  described  more  fully  in  the 
next  section. 

•  Client  assessment.    An  assessment  package  will  need  to  be 
designed  to  measure  each  client's  strengths  and  weaknesses, 

4  including  a  structured  vocational/social  history,  form/ 
psychological  and  medical  records,  test  results,  s'chool 
records,  and  clinical  impressions*  , 

•  .  Career  exploration  and  preparation  techniques.  Secure 

the  commercial  counseling  aids  you  plan  to  use  during  in- 
dividual and  group  counseling  and  during  vocational -  ex-  . 
ploration  and  jobseeking  skill  sessions  (see  appendix  A). 
Develop  criteria  for  job  readiness  to  enable  you  to  dif-  N 
•s       ferentiate  among  job-ready  and vjon,- job-ready  clients, 
v    Commonly  cited  criteria  include  physical  capacity,  psy- 
•^chplogical,  readiness,  knowledge  and  preparation  for  the 
target  job,  and  readiness  to  engage  in  the  jobfinding 
process.  « 

•  Rehabilitation  service  plan  format.    Devise  a  format  for 
assembling  all  assessment *and  resource  information  into 
concise,  individualized  rehabilitation  action  plans.  Vo- 
cational action  plans  generally  resemble  treatment  action 

•  >  plans  and  cite  problems' and 'needs,  long-  and  short-term 

•  goals/-  means  for  attaining  these  goals',  and  the  timeframe 
required  to .obtain  each- objective.    These  one-  to  two-page 
documents  describe"  specific  client  needs  such  as  childcare, 
training,  and  job  readiftess  deficiencies.    They  allow  for 
periodic  plan  update  and  usually  provide  a  place  for  both 

-    coordinator  and  client  signatures  (see  appendix .B). 

•  Job  development  and  placement  system.    Begin  to  sketch 
tjie  components  of  the  system  by  which 'you  intend  to  locate 

y     employment  for  your  clients.    Devise  an  abbreviated  system 
for  recording  information  about  employer  contacts  and 
client  interests  and  skills.    Additional  elements  of  a* 
%      soun#"job  development  system  are  discussed  later  in  this 
chapter.-  *  , 

•  Client  followup  system.    Establish  procedures  for  keeping 
abreast  of  developments. in  the  lives  of  your  clients. 
Periodic  phone  calls,  mail  followups,  contacts  through 
friends  and t relatives,  and  encounters  at  social  functions 
can  help  keep  you  informed. 

•  Vocational  ^rehabilitation  counseling  and  reference  mate- 
rials.    Be  sure  that  these  are  reviewed  for  their  value 
in  counseling  chemically  dependent?  wom*nj    See  appendix  A 
for  a  list  of  references  in 'this  area.  . 
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THE  MOCESS  OF  VOCATIONAL  REHABILITATION 


Vocational  rehabilitation  services  are  most  successful  when'  con- 
ducted in  an  orderly  fashion  which  inciudes;    assessment  of  needs, 
creation  of  a  service  plan,  initiation  of  planned  services,  place- 
Sent  in # suitable  .employment,  and  provision  ii  supportive  followup 
contacts.  *  - 

CLIENT  ASSESSMENT 

# 

Your  assessment  approach  will  undoubtedly  evolve  as  you  gain  ex- 
perience, but  elements  common  to  most  programs  include  a  structured 
interview,  'testing  results,  and  the  observations  of  fetaff  rubers. 
You  might  also  want  to  "include  a  sample  job  application  blank.  The 
thoroughness  with  which  your  clients  complete  it  will  indicate 
whether  they  need  practice  in  filling  out  applications. 

The  Vocational  Interview.    Tbe  objective  of  the  vocational  inter- 
view is  to  appraise  a  client's  strengths  and  weaknesses  in  areas 
critical  to  future  employment.    In  conducting  the  interview,  pay 
special  attention  to  each  of  the  following  areas. 


Basic  demographic  information.  '  Collect  accurate  informa- 
tion including  client's  name,  current  and  future  addresses, 
social  security  number,  phono  number,  date  of  birth,  mari- 
tal status,  number  and  age  of  children,  and  all  current  / 
and  future" sources  of  support. 

Medical  history,    if  incomplete  medical  records  exist, 
question  your  client  about  her  history  of  medical  treat-  \ 
ment,  illness  that  has  required  hospitalization,  and  re-  i 
curring  illnesses.    *Make  note  of  any  drugs  the  client  must 
take  daily  to  insure  good  health.    Discuss  specific  jobs 
that  might  be  ruled  out  because  of  a  medical  disability. 

Work  history.    Collect  information  about  all  significant, 
jobs  your  client  has  held. *  Be  certain  to  record  the  names 
and  addresses  of  past  employers,  dates  of  employment,  po- 
sitions held,  supervisors'  names,  reasons  for  leaving, 
and  the  possibility  of  being  rehired       each  company. 
Determine  which  jobs  she  enjoyed  and  what  features  of  jobs 
she  enjoyed  the  most     Be  sure  to% probe  the  details  of  any* 
job*,  she  claims  to  have  disliked. 

'Educational ^history.    In  addition  to  noting  the  years  of 
formal  schooling  your  client  completed,  attempt  to  deter- 
mine how  well  she  can 'read  and  compute  figures.  Inquire 
about  her  ability  to  multiply  decimals,  add  fractions, 
and  read  the  newspaper.    Participation  in  vocational 
school "training  should  be  noted  and  verified  by  requesting 
copies  of  skill  certificates  received  at  completion. 
Don't  forget  to  inquire  about  training  received  during 
years  spent  in  prison.  ^ 
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•  Transportation*.    Determine" whether  your  client  has  a  re- 
0  liable  source  of  transportation  at  her  disposal.    Be  sure 

to  ask  if  she  owns  a  car,  has  a  valid  driver1*  license, 
owes  money  for.  outstanding  traffic  violations  or  if  she 
can  easily,  reach  a  bus  from  her  present  or  future 
#  N    residence.  • 

•  Criminal  record.    Ascertain  the  extent  and  nature  of  all 
past  convictions.  ,  Be  sure  to  determine  if  any  pending 
charges- -might  interfere  with  future*  vocational  plans. 
Find  out  the  limitations  a  client's  prpbation  or  parole 
wil-i  place  on  her  vocational  plans.  . 

•  Significant  others.    Be  certain  to  record  the  names,  ad- 
dresses, .and  phone  numbers  o^  several  important  associates 

.of  your  client.    Often  the  names  of  friends,  relatives, 
doctors,  lawyers,  and  probation  officers  will  prove  in- 
strumental in  keeping  communication  between  you  and  your 
client  alive*    Determine  which  nonrelatives  would  be  will- 
ing and  suitable  to  provide  references  for  jobs. 

•  Short-  and  long-range  vocational  interests.   *Probe  your 
client  fgr  specific  types  of  jobs  she  would  consider  hold- 
ing for  short  or  lortg  periods  of  time.    Determine  the  pay 
range  your  client  considers  acceptable.    Ask  her  to  fan- 
tasize about  the  type  of  job  she  wouid  eventually  lik<*to 
secure,   'Make  note  of  the  settihg  in  whibh  she  imagines 
herself  working,  including  the  interpersonal  environment 
she  would  most  like  to^encounter.    Pay  close  attention  to 
examples  of  work  she»would  strongly  dislike,  and  deter- 
mine, if  possible,  the  reasons  for  her  aversions.  Appen- 
dix C  provides  an  example  of  self-examination  exercises 
that  can  be  used  to  help  clients  identify  areas  of 
interest. 

•  Interviewer  impressions.    Do  not  forget  to  include  your 
impressions  of  the  client  in  your  interview  report.  Hake 

'note,  of  her  appearance,  aMJlty  to  make  eye  contact,  co- 
oper ativeness,  attitude  toward  work,  motivation  to  york, 
and  ability  to  set  goal-s.    Weaknesses  in  any  of  these 
areas  are  critical  points  to  strengthen  before  job  place- 
ment is  attempted^  *  %  0 

Te/ts  and  Records.    You  may  choose  to  expand  upon  some  issues 
raised  during  the  vocational  interview  by  selectively  using  some  " 
of  the  following  resources.    Care  should  be  taken  in  selecting 
tests  and  inventories.    Keep  in  mind  that  commercial  tests  are 
only  one  of  many  adjuncts  to  counseling.    They  provide  only  a 
partial  picture  of  a  client's  strengths  and  weaknesses.  Tests 
differ  greatly  in  terms  of  their  purpose  and  the  population  for 
whom*  they  are  intended.    It  is  therefore  best  to  speak  with  your 
program's  clinical  consultant  before  selecting  any  of  these  in- 
struments.    It  will  be  the  ultimate  responsibility  of  the  staff 
psychologist  to  order  these  tests  and  to  monitor  their  use,  so 


305 


I  ♦  -  r  * 

i:  :         -   •  •  •  ■ .  •  t  f" 

.  ' 

•  |  consult  this  person  early.    Unless  your  program  has  a  full-time 
f                 psychologist  onsite  who  can  administer,  score,  and  interpret  the 
;  results  of . tests,  it  is  best  to  rely  on  self-administered, 

machine-scored,  easily  interpreted  instruments.    Several  commer- 
cial interest  tests  are  available  that  meet  the  above  criteria, 
and  they  are  easily  used  by  treatment  counselors  engaged  in  voca- 
\  tional  counseling  with  clients  (see  appendix  „A). 

3  C 

i  *  "  * 

Vocational  interest  inventories  such  as  the  Kuder  Prefer- 
'■< '  '  *     ence  Record  ■  (Science  Research  Associates  1977),  the 

Strong  .Campbell  Interest  Inventory  (National  Computer 
:*  Systems  1971) ,  or  short  interest  checklists  provided  by 

State  employment  agencies  are  helpful. 

;  •   General  aptitude  tests  such  as  the  Differential  Aptitude 
\  '  Test  ;(The  Psychological  Corporation  1972)  and  the  General 

*  Aptitude  Test  Battery  (GATE),  or  tests  of  specific  apti- 

•  *  tudes  for  mechanical  work, . typing,  or  mathematics  are 

valuable  aids.    GATB  testing  and  subsequent  interpretation 

•  of  test 'results  should  be  available  free  at  local  State 
job  service  offices. 


•  The  Vocational  Opinion  Index  (Associates  for  Research  in 
Behavior  1975)  is  a  self-administered  inventory  of  per- 
ceived barriers  to  employment,  which  has  been  standardized 
on  ex-substance  abuser  populations, 

•  The  Minnesota  Importance  Questionnaire  (Weiss  et  al,  1975) 
is  a  well-researched  instrument  aimed  at  identifying  the 
mix  of  outcomes  a  person  would **like  to  experience  in  an 
igeal  job.    The  University  oi"  Minnesota  has  prepared  a 
number  of  helpful  monographs  to  aid  counselors-who  use 
this  inventory. 

•  Medical  specialty  examinations  designed  to  measure  the 
severity: of  various  physical  and  emotional  illnesses  can 
prove  helpful.    For  example,  an.  orthopedic  examination 
might  be  needed  to  gage  a  client's  mobility,  physical 
strength,  or  capacity  for  spending  long  periods  standing 
on  a  job. 

•  Treatment  clinic  records,  including  the  results  of  any 
physical  or  psychological  examinations,  can  help  to  sub- 
stantiate characteristics  that  could  help  or  hinder  your 
client  in  holding  a  job.  Such  data  might  show  that  a 
client  is  brighter  than  she-  thinks,  has  a  very  short  at- 
tention span,  is  poorly  motivated,  is  quick  to  argue,  or 
can  work  at  several  tasks  concurrently. 

•  School  records  and  transcripts  often  reveal  interests, 
uotiva'tion,-  and  academic  attainment. 


Letters  of  recommendation  from  past  employers  can.be 
informative. 
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Group  Interaction >    Conplete  your  assessment  of  individual  clients 
_  bv  noting  their  reaction  to  work-related  questions  posed  to  them 
in  a  peer  group  setting,    in  raising  the  questions,  "Why  work?M 
and  ••What  problems  do  chemically  dependent  women  have  in  getting 
work?"   and  "What  important  things  do  you  want  from  a  job?"  you 
will  be  better  able  to  gage  a  client's  (1)  motivation  to  work, 
(2)  perception  of  the  work  world,  (3)  reasons  for  losing  past 
jobs,  and  (4)  overall  level  of  hope  or  despair  about  the  future. 

Integrating  Assessment  Data.'  After  assessment  data  have  been 
collected,  ybuf  task  is  to  identify  one  or  two  viable  vocational 
objective*  for  your  client  to  pursue.    A  good  starting  point  is 
the  stated  interests  of  your  client.    If  she  identified  a  specific 
occupation  during  yodr  interview,  designate  it  as  a  "provisional 
objective"  until  its  feasibility  and  appropriateness  'can  be  de- 
termined,   should  your  client  fail  to  identify  any  specific  occu- 
pations of  interest,  statements  regarding  outcomes  she  expects 
from  a  job  may  help  to  narrow  the  field.    For  instance,  a  desire 
for  freedom  of  movement,  creativity,  and  recognition  in  her  work 
might  suggest  advertising  or  sales  occupations.    The  Minnesota 
Importance  Questionnaire  is  noted  for  narrowing  occupational  ob- 
jectives in  this  fashion.    The  Strong  Campbell  Interest  inventory 
and  workshop  evaluation  results  are  also  helpful  in  identifying 
provisional  occupational  objectives. 

When  a  provisional  objective  has  been  identified,  gage  its  feasi- 
bility and  appropriateness  by  considering  each  of  the  following 
variables: 

•  4  Availability  of  employment.    Do  local  and  national  job 

surveys  indicate  the  availability  of  jobs  in  the  target 
occupation?- , Generally  such  surveys  cover  a  broad  range 
of  unskilled,  semiskilled,  technical,  and  professional 
openings.  J 

•  Availability  of  training.    Do  quality  training  programs 
N  .        exist  to  adequately  prepare  clients  for  entry  into  this 

field? 

•  Skill/aptitude  level.    Do  test  results  and  clinical  ob- 
servations indicate,  that  your  client  has  the  necessary 
skills- or  aptitudes  for  this  occupation? 

•  Motivation .    Do  the  observations  made  by  you  and  othei* 
staff  persons  indicate  that  your  client  has  the  necessary 
motivation  to  successfully  pursue  this  objective? 

•  Personal  attributes.  "Ts  your  client's  appearance,  phys- 
ical makeup,  aijd  general  attitude  sufficient  to  secure- 
and  hold  a  job  in  this  field? 

'  4  •  v 

•  *  Support.    Are  adequate  .emotional  and  financial  supports 

available  to  insure  occupational  success?  * 
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•    Handicaps,    Do  any  other  potential  threats  to  job  success 
exist? 


•  Recommendations  of  others.    Does  the  pursuit  of  this  oc- 
cupation coincide  with  the  recommendations  of  other 
professionals? 

• 

It  rib  serious  objections  to  the  provisional  objective  arise  from 
this  examination,  recommend  it  to  your  client  for  her  considera- 
tion.   When  potential  prbblem  areas  emerge  as  a  result  of  this 
process,  devote  special  attention  to  those  weaknesses  in  the  re- 
habilitation plan.    Some  problems  can  be  overcome  (e.g.,  appear- 
ance, support, ^availability  of  training).    In  cases  where  the 
likelihood  of  employment  attainment  in  the  provisional*  occupation 
appears  low,  be  prepared  to  discuss  possible  areas* of  difficulty 
with  your  client  and  to  explore  alternatives. 

ASSEMBLING  THE  REHABILITATION  PLAN 

e. 

The  rehabilitation  plan  is  a  coordinating  document  that  guides 
all  efforts  aimed  at  securing  gainful  employment  for  your  client. 
Make  sure  it  includes  all  the  ba^Lc  elements  of  a  good  vocational 
rehabilitation  plan  as  you  consider  the  many  needs  and  interests 
of  your  client.    Explain  the  need  for  various  plan  components, 
familiarize  your  client  with  the  I»-°s  and  cons  of 'alternative 
courses  of  action,  and  encourage  her  to  explore  fully  her  careers 
of  interest  before  choosing  a  vocational  objective.    For  example, 
it  might  be  possible  for  her  to  visit  places  of „ employment  and 
talk,  with  persons  employed  in  that  occupation.    Finally,  guard 
against  premature  p.lan  disruption  by  carefully  addressing  the 
situational  needs  of  your  client  and  the  psychological  pitfalls 
commonly  encountered  by  chemically  dependent  women. 

Characteristics  of  a  Good  P^an,  Successful  rehabilitation  plans 
generally  incorporate  the  following  features: 

•  A  clearly  identified  primary  and  alternative  vocational 
objective.    The  vocational  objective  is  a  compromise  be- 
tween the  aspirations  and  the  actual  or  potential  abili- 
ties of  the  client  and  the  realities  of  the  job  market. 
To  insure  the,  highest  possible  motivation,  investigate 
all  occupations  that  fall  within  the  general  job  category 
of  greatest  interest  to  your  client.    To  insure  success, 
stress  the  selection  of  entry-level  positions.  Whatever 
the  chosen  job  objective,  make  sure  that  your  client  has 
the  skills  or  aptitude  necessary  to  succeed  in  that  field 

•  A  clear  description  of  the  path  to  the  goal.    The  plan 
snould  clearly  describe  the  ways  the  client  will  prepare 
for  entry  into  employment.    For  example,  the  source  of 
training  services  should  be  clearly  identified.  Respon- 
sibility for  securing  these  services  should  be  clearly 
designated.    The  plan  should  be  written  in  language 
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understandable  to  the*  client,  and  both  the  client  and  the 
coordinator  should  keep  copies  of  the  plan. 

•  A  graduated  plan  for  growth  and  change.    The  plan  should 
allow  the  client  to  progress  at  a  comfortable  speed.  A 
plan  should  not  demand  significant  growth  and  development 
of  your  client  immediately,  but  rather  should  allow  for 
the*  gradual  acquisition  of  skills  and  assumption  of 
responsibilities. 

•  Clearly  identified  subgoals.    The  attainment  of  subgoals 

_     provides  opportunities  to  reinforce  and  reward  your  client 
for  progress  made  toward  her  ultimate  vocational  objec- 
tive.   It  is  difficult  to  complete  a  1-  or  2-year  program 
unless  there  are  rewards  along  the  way.    Completing  each 
part  ot  the  GED,  being  admitted  to  college,  securing  a 
job  interview,  or  moving  into  a  new  apartment  may  all  be 
excellent  opportunities  to  celebrate  a  client's  progress. 

3   An  opportunity  for  plan  amendment  and  change.    The  best 
rehabilitation  plan  is' a  flexible  one.    Keep  in  mind  that 
as  your  client  matures,  her  needs  and  aspirations  are 
likely  to  change.    Be  prepared  to  change  the 'rehabilita- 
tion plan  accordingly,  adding  and  deleting  various  serv-' 
ices  and  subgoals.  .  Be  alert  to  the  need  for  increased 
^        therapeutic  support  for  your  client  during  stressful  pe- 
riods of  her  rehabilitation  program. 

Exploring  Vocational  Objectives.    Tc  help  insure  the  success  of  a 
rehabilitation  plan,  you  should  encourage  your  client  to  become 
familiar  with  the  occupation  she  intends  to  pursue.    Consider  the 
following  techniques  to  increase  your  client's  occupational 
knowledge: 

•  •   Commercial  career  guidance  aids".    Commercial  guidance  aids 
are  an  excellent  source  for  clients  to  learn  about  spe- 
cific job  characteristics,    several  guidance  systems  lend  . 
themselves  to  those  who  know  little  about  jobs..    The  fed- 
erally published  Dictionary  of  Occupational  Titles  (De- 
partment of  Labor  1965)  provides  capsule  descriptions  of 
thousands  4of  jobs.    When  used  with  General  Aptitude  Test 
Battery  scores,  it  provides  information  about  aptitude 
levels  associated  with  success  in  various  occupations. 
It  is  organized  to  provide  information  about  job  families, 
which  is  helpful  for  identifying  alternative  job 
objectives. 

•    Career  days  and  job  exploration  seminars.    A  more  vivid 
way  of  exposing  clients  to  information  about  occupations 
is  through  career  days  and  job  exploration  seminars.  Or- 
ganizations such  as  the  YWCA,  chambers  of  commerce,  and 
high  schools  generally  sponsor  day-long  career  programs, 
which  include  speeches  and  discussions  by  representatives 
from  various  occupational  categories,.    Many  college  and 
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universities  sponsor  career  days  specifically  for  women 
who  are  entering  or  reentering  the  job* market. 


•    Job  role  model  interviews.    An  excellent  way  for -a  client 
to  learn  about  specific  occupational  objectives  is  to  en- 
courageJher  to  conduct  individual  interviews  with  people 
working  in  the  field  of  her  choice.    By  interviewing 
workers  engaged  in  a  target  occupation,  clients  may  gain 
firsthand  information  regarding  the  best  way  to  prepare 
for  a  given  career.    The  interview  approach  gives  a  person 
time  to  decide  whether  a  particular  occupation  will  sat- 
isfy her  needs.    Since  expectation  of  reward  has-been 
found  to  contribute  significantly  to  human  motivation 
(Inskeep  1978;  Vroom  1964),  such  information' can  help  in- 
sure occupational  attainment.  , 

iThe*  steps  of  role  model  interviewing  are  simple.    Once  a 
target  occupation  has  been  selected,  the  client,  her 
treatment  counselor  or  vocational  group  leader,  and  her 
peers  sketch  out  <the  questions  she  will  ask  during  the 
interview, ^  The  vocational , coordinator  then  helps  the 
client  locate  a  cooperative  worker  in  the  target  vocation 
and  arranges  an  appointment.    During  the  interview,  the 
client  conducts  herself  as  a  researcher  in  search  of  an- 
swers, instead  of  as  a  job  hunter  in  search  of  employment. 
The  process  is  completed  when  the  client  returns  to  her 
vocational  group  or  coordinator  to  report  on  her  investi- 
gation.   The  results  of  this  approach,  whether  they 
strengthen  or  alter  the  job  objective,  are  generally  quite 
dramatic.    The  client  can  also  learn  useful  interviewing 
skills. 


Situational  Barrier^  in  Planning.    As  your  clients1  vocational 
plans,  begin  to  take  shape,  be  certain  that  services  have  been 
arranged  to  prevent  the  following  issues  from  disrupting  rehabil- 
itation activities : 

•    Childcare.    The  need  for  childcare  services  among  chem- 
ically dependent  women  engaged  in  rehabilitation  program- 
ing is  great;  most  heroin-addicted  women  face  the  daily 
responsibility  of  caring  for  children  in  their  homes 
(Eldred  and  Washington  1975) . 

Do  not  leave  arrangements  for  childcare  services  to  chance. 
If  your  treatment  facility  does  not  provide  this  service 
for  mothers  in  training  or  employment,  arrangements  might 
be  made  with  a  relative  or  neighbor  of  your  client.  Re- 
imbursement for  these  services  can  frequently  be  arranged 
through  your  State  welfare  or  vocational  rehabilitation 
service.    Childcare  services  are  often  available  through 
churches  and  schools  (chapter  10  discusses  some  possible 
options).    Consider  offering  such  services  within  your 
treatment  facility.    Cuskey  et  al.  (1978)  noted  decreased 
criminal  activity,  increased  levels  of  self-esteem,  and 
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#  improved  parent/child  relations  among  heroin-addicted 
toothers  whose  treatment  program  offered  live-in  facilities 
for  both  mothers  and  children, 

i 

Transportation  'and  lunches.    Wagner  et  al.  (1977)  found 
that  the  unavailability  of  transportation  among  women  in 
treatment  significantly  limited  client/counselor  inter- 
action.   Do  not  assume  that^our  clients  wilL  be  ableKtc 
meet -transportation  expenses  independently.    Most  federT 
ally  sponsored  training  programs  provide  allowances  for 
these  expenses.    Your,  treatment  program  might  consider 
establishing  a  petty  cash' fund  to  help  meet  costs  not 
sufficiently  covered  by  outside  agencies. 

You  may  need  to  counsel  your  clients  about  using  the  al- 
lowance for  transportation  purposes *only.  - 

Lodging  and  clothing,    clients  may  frequently  cite  un- 
stable housing  or  shoddy  clothing  as  primary  reasons  for 
dropping  out  of  training  or  failing  to  get  a  particular 
job.    You  should  make  contact  with  welfare,  family  .serv- 
ice and  religious  agencies  as  well  as  staff  and  other  po- 
tential aonors  to  help  resolve  such  problems  as  soon  as 
possible.    Encourage  the  spouses  and  family  members  of 
your  clients  bo  participate  in  therapy  to  help  alleviate 
problems  at  home. 

Medical,  dental,  and  legal  problems.    As  described  in 
chapter  6,  chemically  dependent  women  experience  signifi- 
cantly more  physical  illness  than  do  male  addicts,  if 
your  treatment  program  does  not  provide  medicalxand  dental 
services  to  clients,  arrange  to  refer  clients  to  these 
services  in  the  community,    your  State  vocatiqnal  reha- 
bilitation agency  can  help  in  arranging  medical  and  dental 
services  for  women  preparing  to  start  jobs,    if  you  can 
provide  these  agencies  with  copies  of  any  medical  infor- 
mation in  your  possession,  it  will  generally  speed  the 
provision  of  services.    Community-sponsored  medical  clin- 
ics and  university  dental  clinics  are  excellent  sources  . 
of  inexpensive  treatment.  * 

Legal  interruptions  of  rehabilitation  plans  can  be  reduced 
by  identifying  pending  pourt  cases,  referring  clients  to 
free  or  reduced  fee  legal  services,  and  providing* lawyers 
with  letters  describing  your  client* s  vocational  rehabil- 
itation plans. 

Education.    The^  need  to  improve  basic  skills,  acquire  the 
GED,  and  obtain  survival  skills,  should 'be  addressed  early. 
J4  vocational  objectives  require  sharp  academic  skills 
arid  hign  school  completion,  you  should  enroll  clients  in 
remedial  classes.    Early  classroom  triumphs  are  excellent 
opportunities  for  increasing  client  self-esteem.  Care 
should  be  taken  to  make  classwork  interesting  and  relevant 
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to  clients1  job  interests.    Brnion  (1978)  found  that  ad- 
dicted women  frequently  cited  boredom  as  a  major  reason 
for  dropping  out  of  school.    Survival  skills  should  be 
taught  before  clients  begin  training  or  employment.  Prac- 
ftical^ tasks  such  as  learning  how  to  complete  an  applica- 
tion/use  a  phone  book,  write  a  letter  of  complaint,  find 
a  doctor,  use  the  library,  balance  a  checkbook,  or  cook  a 
meal  may  mean  the  difference,  between  plan  success  and 
failure,    such  instruction  might  be  given  by  treatment 
counselors  as  part  of  a  regularly  scheduled  group  session, 
or  in  special  meetings  conducted  by  staff  social  or  rec«* 
reational  workers  or  student  interns  or  volunteers  as- 
signed to  your  program. 


IMPLEMENTING  THE  PLAN 

Establish  a  Relationship  Based  on  Trust  and  Mutual  Respect.  An 
^    absence  of  trust  in  the  oiient/coordinator  relationship  can  seri- 
ously handicap  rehabilitation  efforts.-   Your  clients  may  approach 
rehabilitation  services  with  a  great  deal  of  skepticism  and  doubt. 
You  may  question  their  readiness  or  motivation  to  change.  Time 
should  be  allowed  fox;  both  the  coordinator  and  the  cJient  to  de-  * 
velop  trust.    During  plan  development,  each  party  shojld  agree  to 
carry  out  a  few  preliminary  tasks,  such  as  investigating  resources, 
as  a  demonstration  of  good  faith.    Once  both  parties  prove  their 
sincerity,  the  job  of  solidifying  a  plan  of  action  can  proceed. 
Keep  in  mind  that  you  can  effectively  show  how  to  conduct  an  hon- 
est, game-free  relationship  by  the  way  you  deal  with  your  clients. 

Reduce, Depression  and  Build  Self-Esteem.    Your  clients  will  prob- 
ably begin  vocational  rehabilitation  activities  with  a  low  regard 
for  both  themselves  and  their  ability  to  succeed.    Colten  (1979) 
observed  that  women  who  abused  drugs  scored  lower  on  tests  of 
self-esteem  than  did  either  men  drug  abusers  or  women  who  had  not 
been  drug  abusers.    Jainchill  (1979)  found  arug-dependent  women 
in  therapeutic  communities  manifested,  lower  self-esteem  scores 
tharf  did  resident  male  addicts,    Beckman  (1978)  reports  similar 
self-esteem  depression  among  women  alcoholics  entering  treatment. 
From  the  outset,  counseling  strategies  should  be  geared  to  reduce 
depression.^  To  begin  with,  your  ability  to  project  a  positive 
attitude  and  help  clients  gain  a  more  optimistic  outlook  is  cru-* 
cial.    Engage  them  in  activities  immediately.    Involvement  in 
occupational  tasks,  social  functions,  and  moderate  physical  ac- 
tivity can  all  help  to  alleviate  depression.    Keep  the  lines  of 
communication  open  between  you  and  your  clients  by  frequently  of- 
fering support  and  by  making  yourself  available  for  unscheduled 
meetings.  V 

Vocational  reha>ilitat.!cn  counseling  should  focus  early  on  in- 
creasing self -astern  to  foster  confidence  needed  to  negotiate  the 
"outside  world."    Care  should  be  taken  to  fashion  a  plan  that 
strives  to. build  self-worth  through  a  variety  of  developmental 
tasks.    Therefore,  begin  your  rehabilitation  efforts  slowly,  set 
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mutual  goals,  pace  assignments  according  to  client  energy  levels 
,t     and  current  skills,  and  praise  successes  as  they  occur.    Be  cer- 
tain to  offer  only  honest  praise  and  use  it  sparingly.  Persons 
with  low  self-esteem  have  been  found  to  readily  reject  reinforce- 
ment they  consider  excessive  or  insincere  (Bass  and  Baron  1967) . 
In  your  contacts  with  clients,  stress  their  present  and  past 
^  skills  and  emphasize  the  future  value  of  these  accomplishments. 

Exploring  training  facilities  or  occupations  .is,  a  good  way  to 
begin  building  confidence.    Mastering  basic  reading  and  math 
skills  as  well  as  improving  personal  appearance  can  add  to  self- 
eSteem.    A  client's  completion  of  various  phases  of  training  or 
development  of  increased  competencies  at  work  and  in  daily  life 
^provides  staff  members  with  opportunities  to  reinforce  growth  and 
thus  add  to  client  self-confidence.    Remember  that  clients  often 
take  inappropriate  actions  because  of  their  low  self-opinions 
inskeep  (1978)  found  that  low-self-esteem  substance  abusers  chose 
potentially  less  satisfying  occupations  more^f requently  than  did 
high-self-esteem  substance  abusers.    Closely  monitor  occupational 
choices  and  other  rehabilitation  activities  to  heifa  off  attempts 
at  self -sabot age. 

Foster  the  Development  of  Work-Related  Values.  Social  Skills!  and 
Relationships <    improvement  of  interpersonal  skills  is  a  prereq- 
uisite  to  attaining  and  maintaining  gainful  employment.  Glaring 
differences  frequently  exist  between' your  clients'  values  and 
those  of  the  subculture  into  which  they  are  attempting  to  gain 
entry.    They  may  not  accept  the  importance  the  work  'world  places 
on  promptness,  reliability,, proper  speech,  or  budgeting,  clients 
need  to  understand  why  the  work  world  believf.s  that  these  values 
are  important  and  to. know  the  consequences  when  employees  do  not 
demonstrate  these  values.    In  cases  where  value  differences  exist, 
,  the  rehabilitation  plan  should  include  experiences  that  will  re- 
inforce the  need  for  a  change  in  values.    Work  adjustment  train- 
ing, interviews  with  working  people,  and  reminders  from  the  staff 
may  all  help  to  bring  about  change.    Make  certain  that  you  rein- 
force your  clients'  progress  toward  responsible  behavior.  Praise 
-  them  for  abstaining  from  drug  use  and  criminal  activity,  for  im-  . 
proving  relations  wil?h  others,  m  and  for  sharing  feelings  and  using 
their  reasoning  abilities  to  make  decisions.    Encourage  attendance 
i  at  sheltered  workshop  work  adjustment  training  sessions  for  cli- 
ents who  have  difficulty  dealing  with  authority  figures,  coworkers, 
or  customers.  N 

It  is  strongly  recommended  that  peer  self-help  and  support  groups 
be  available  in  your  program  to  help  addicted  clients  cope  with 
the  stress  of  changing  their  lives.    Banna  and  Gordon  ,(1978)  con- 
cluded that  the  most  difficult  adjustments  facing  the .chemically 
dependent  women  they  studied  were  coping  with  loneliness  and  a 
fear  of  dealing  with  the  "outside  world.14    Female  self-help  and 

, support  groups  are  a  valuable  adjunct  to  treatment  and  vocational 
rehabilitation.    Reed  and  Moise  (1979)  pointed  out  that  as  women  * 
develop  greater  respect  for  other  women  in  such  groups,  their  re- 

'spect  for  themselves  will  grow,  along  with  a  willingness  to  discuss 
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topics  previously  kept  to  themselves      In  f reef lowing  discussions , 
clients  can  pose  questions,  seek  ideas,  and  ask  for  feedback  on 
issues  not  adequately  covered  by  treatment  and  rehabilitation  re- 
sources previously  mentioned. 

Reinforce  attendance  in  self-help  groups  such  as  Narcotics  Anony- 
mous and  encourage  attempts  by  your  clients  to  engage  relatives 
in  family  or  conjoint  therapy.    Any  progress  made  toward  improving 
interpersonal  skills  will  greatly  facilitate  successful  assimila- 
tion into  the  world  of  work. 

Encourage  the  Use  of  Community  Resources.    Encourage  clients  to 
overcome  their  reluctance  to  use  community  resources.    Your  cli- 
ents may  need  social  security  cards,  dental  services,  driver's 
licenses,  or  clothing  allowances.    Resources  will  have  to  be  iden- 
tified, appointments  made,  and  trai  jportation  secured.    Avoid  the 
temptation  to  pick  up  the  telephone  and  perform  all  these  func- 
tions' for  your  clients.    Resist  the  urge  to  solve  problefc* magi- 
cally that  have- plagued  them  Cor  years.    Take  extra  time  to  remove 
the  aura  of  cystery  that  surrounds  many  community  resources  by 
teaching  your  clients  how  to  help  themselves.    This  also  can  be 

an  exercise  in  building  self-confidence  and  self-esteem. 

*  f 

Be  Aware  of  Difficulties  Caused  by  Multiple-Role  Demand  .  Female 
clients  frequently  cite  children's  ne^ds  as  the  reason  for  dis- 
continuing training.    Dickey  (1979)  reports  that  infants  born  to 
roethadone-addicted  mothers  experience  a  higher  frequency  of  health 
problems  requiring  rehospitalization  than~do  infants  born  to  non- 
addicted  mothers.    Babysitters  can  get  sick  or  move,  leaving 
mothers  without  childcare  services.    Children  with  behavior  prob- 
lems may  require  the  presence  of  their  mothers  in  school  or  court. 
Social  casework  resources  should  be  mobilized  in  advance  to  meet 
these  emergencies  as  they  occur. 

E~'en  whin  ade^ate-  childcare  provisions  have  been  made,  mothers 
often  choose  to  l^turn  to  the  role  of  full-time  childcare.  This 
can  be  a  legitimate  adult  decision  or  one  based  on  fear*  and  guilt. 
When  an  issue  like\hi£  arises  among  mothers  in  training,  make 
counseling  support  r\fedily  available  to  help  your  clients  sort 
out  their  conflicting  feelings*    Demands  of  a  family  or  a  spouse 
or  lover  can  also  cause  a  woman  to  feel  she  should  quit  work. 

Reed  and  Moise  (1979)  suggested  that  chemically  dependent  wctjen 
feel  inadequate  to  meet  multiple  role  demands.    To*  stem  these 
feelings  of  inadequacy,  counsel  your  clients  about  options  and 
alternatives  available  to  them  as  they  attempt  to  master  the  roles 
of  mother,  friend,  student,  worker,  and  client. 

Confront  Unrealistic  Expectations;  Insist  on  Adequate  Preparation. 
Many  chemically  dependent  persons  are  impatient  to  begin  employ- 
ment.   They  have  long  believed  that  the  lack  of  money  for  such 
items  as  transportation,  childcare  services,  and  clothing  was  the 
primary  barrier  to  securing  employment.    Once  these  needs  are 
met,  clients  frequently  fail  to  acknowledge  the  need  to  remove 
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educational,  emotional ,  and  behavioral  barriers  to  employment 

cUen^s  L    *t     LPll°Cf  °  atte"*,tin9  to  "cure  erpioyment/  Your 
clients  do  not  need  the  frustration  of  failure,  which  is  likelv 
to  occur  without  proper  preparation.  V 

■      SleSSl"0^;?7'!  SU"Te?  ^  -^"ttai  behaviors  such 
.  w  /  MnlPulatl°n»  and  misperception  should  be  challenged 

oe^nt^        harShly  by  cou*sel°"-    Confronting  cheScaUyle- 

SienTs^SL^  ^^^^  t0  atte^  raising 

Respond  quickly  to  comments  about  dropping  out  of  vocational  e  u-  ' 
cation  programs  by  investigating  the  reasons  for  discontent  Such 
■  *  S;  ^'  be  ^""tations  of  impatience  to  begin  work or 
reactions  to  progress  in  the  instructional  facility.    You  may  need  1 
to  intervene  on  a  client <s  behalf  by  scheduling  three-waj  ctnfer- 
'  -  d^ctoT?  ^  Cllent'/--elf,  and  the  instructor  or  Prog^ 
director  of  the  agency  in  question. 

ffSrinf^r^-  M°lse  (19?9)  P°lnted  °ut  that  at 

least  initially,  drug  dependent  women  often  characterize  them- 

fouL63^!  "eedy  *f  lnCa^le-    B~aUse  of  the  high  levels  OI  need 
found  among  many  drug-dependent  women,  you  will  have  to  pro°fde  a  . 

"    SSL£S«*  9UldanCe  dUrln9  the  earl*  "ages  o.  plan 

'     r£T^£  Take  Care'  h0WeVer'       ™*  V°ur  cllsnL  *vay 

m/     ST  u^"  r'  yOUr  aJvlce'  and  "sources  .aa  soon 
^feasible     Early  help  in  arranging  interview  contacts,  securing 

Sve^vlo      '         re?lindln9  ^  CUentS-  °f  »PP°intmenCs  shSd9 
-  ?I     ty       encoura9ement  to  rely  on .themselves.    It  is  only- 
through  a  gradual  process  of  decreased^dependoncy  that  self- 
.  confidence  and  self-esteem  can  grow.  "  * 

2S^!? '(1976')  P°inted  °Ut  that  Persons  who  have  been 
addicted  to  drugs  may  forsake  a  reliance  on  drugs  only  to  acquire 

£i^rlly  lntenSe  addibtl0n  t0  Varl0us  a=tivities,  people?  or 
things.    Thompson  and  Cole  (1972)  cautioned  that  all  who  work  with 
addicts  should  avoid  providing  them  with  "environmental  f^es- 
^  S  d!PendenCy  on  you  and  the  goods  and  services  ycu 
«*«and.    Despite  protestations  from  your  clients,  you  should  ex- 

•  JE.JSS2 :    9  8elf"reUance  froa  them  as  their  rehabilitation  * 

4 

"^"^f"  f°ntact  wlfch  Clients.    As  your  clients  enter  full-time 
employment  and  prepare  to  terminate  from  treatment,  make  sure  thev 
understand  that  you  will  continue  to  be  available  to  of fer  supSrt 
world   Jo™*,  *■  *  ^^en  the  program  and  the "SLK*^ 
riSn^  fcellent  Position  to  Help  maintain  your 

S  work  o    Sur'^r1^-    71,18  C<m  be  d°ne  with  a  amount 
vou  S     ,  ;    EVe"  lf  y°Ur  forDer-  clients  "ever  call  on 

need  you     P'       4"«1»Bort»t  ^t  they  know  you  are  there  if  they 
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DIFFICULTIES  POSED  BY  SOCIAL  STEREOTY 

Women  in  our  society  face  special  problems  that  tend  to  work 
against  their  successful  completion  of  vodb^ional  rehabilitation 
programing.    To  succeed  in  helping  your  clients  attain  self- 
actualizing  occupations,  you  must  plan  to  support  them  against 
stereotypes.    As  your  clients  move  toward  independence  and  self- 
sufficiency,  they  will  come  under  tremendous  pressure  to  return 
to  dependent  relationships  with  men  in  particular.  Irrational 
beiiefs  that  they  are  inferior  to  men  will  be  rekindled,  and  the 
compulsion  to  retreat  from  job  training  and  employment  will  be 
great,  especially  given  the  stigma  that  chemicaLly  dependent  women 
often  feel.    It  is  crucial  to  provide,  sufficient  support  to  your 
clients  at  these  times  to  help  them  gain  the  skills  and  confidence 
necessary  to  refute  inferiority  stereotypes. 

You  should,  also  work  with  the  women  so  that  they  recognize  sexual 
harassment"  as  they  begin  training  programs  and  jobs.    Some  of  the 
"irrational  beliefs"  mentioned  above  are  regularly  reinforced  in 
some 'job  settings.    Sexual  innuendos  or  direct  pressure  from  co- 
workers or  employers  can  undermine  accomplishments.    Should  sexual 
h*;*;ssment  occur,  women  need  to  recognize  it  a*nd  take  appropriate 
action,    various  strategies  for  dealing  with  sejtual  harassment 
are  described  in  Stopping  Sexual  Harassment,  lifted  in  appendix  A. 

Frequently,  when  a  client's  friends  or  relatives  fail  at  refoster- 
ing  dependency,  they  may  seek  revenge  by  attempting  to  sabotage 
the  client's  rehabilitation  plan.    When  promises  of  change  or 
special  favors  fail  to  bring  about  the  client's  abandonment  of 
the  plan,  the  denial  of  cooperation,  angry  threats,  and  physical 
abuse  may  be  directed  at  the  client.    When  this  occurs,  increase 
the  frequency  of  contacts  with  her  and  rally  the  support  of  her 
peers'. 

Your  clients  may  be  underpressure  from  friends,  relatives,  em-' 
ployers,  and  even  clinic  staff  members  to  seek  traditional  female 
jobs.    Th<-  jobs  most  easily  obtained  by  your  oli>ents  will  probably 
be  service-type  jobs.    Once  a  foothold  has  been  gained  in  the^  em- 
ployment market,  ana  appropriate  training  and  education  have  been 
obtained,  there  is  no  limit  to  the  type  of  employment  open  to  the 
recovered  chemically  dependent  woman.    Many  rehabilitated  women 
have  found  responsible  employment  in  the  business,  artistic,  man- 
ufacturing, and  social  service  communities.    To  achieve  lasting 
job  satisfaction  and  self-actualization,  clients  should  be  free 
to  choose  their  vocational  objectives  from  the  entire  range  of 
occupations,  not  the  narrow  band  previously  reserved  for  women. 
Therefore  you  should  encourage  clients'  to  look  beyond  traditional 
female  careers.    Support  the  exploration  of 'competitive,  challeng- 
ing positions  by  your  clients.    Encourage  contacts  with  profes- 
sional women  who  have  broken  away  from, stereotypic  service  occu- 
pations.   Invite  successful  female  professionals       address  your 
clients  during  vocational  group  sessions.     Introduce  clients  to 
literature  that  describes  employment  opportunities  available  to 
vomen. 
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CMWUHTY  UNKASES  *  • 

•  » 

of  the  rehabilitation  component.    The  other  half  consist's  of  de- 
veloping contacts  and  linkages  within  the  coeaunity  (or  otter 
components  of  the  program  itself)  that  can  be  u.ed'by  youfclients 

*     !L       **'  °Vera11  e«ectiveness  of  the  rehabilitation 

component  will  depend  in  large  part  on  the.  number  and  strength'  of 

.<  contacts  with  other  organizations.         .•  9  " 

■The  specif  ic  jrfnds  of  linkages  to  be'  developed  by  your  component  • 

StLVlT1^  objectives.  .  If  vocational  rehabUiSSon 
facilities  within- the  program  are  limited,  clients  may  have  tb 
llttt^TS  services  el«where,  including  vocational  counseling, 
~«f  ltt^°:  °^ices'  training,  and  job  placement.    In  this 
"?*  °J  *?  Pr09-raa  to  make  the  appropriate 

coSexr'oflhr  ""I?  *"*  *  B0nitOr  °lient  P^^resswithin  the  - 
.  c^sxt ,°!  the  °vera11  treatment  plan,    if  your  Vocaticwai  compo- 
ent  ^eludes  job  development  and  placement,  contacts  with -employ- 
ers will  be  a  .major  focus  of  community  work. 

Whatever  kinds  of  coriminity.  resources  will  be  used,  begin  an  in- 
ventory as  early  as  possible  and^iricorporate  the  findings  of  this 
inventory  into  the  plah;  for  the  rehabilitation  component.    Th£  ' 
Plan  should  be  based  on  a  knowledge  of -the  resources  available  in 

2Lr!TUn^y  ^  °f  Beet'the  Varied  needs  of  to*  women  in  your 
program,    if  you  begin  by  approaching  agencies  and  businesses 
parching  for  spetffic  services  to  hel^  particular  clients,  you 
will  likely  discover  community  cooperation  lacking..  If  you  ap- 
proach employers  and  agencies  in  a  friendly  spirit  of  curiosity  " 
and  learning,  however,  you  will  be  surprised  at  the feors  opened 
t|  you.    Don't  limif your  inquiries  to  the  issues  with  which  you 
S^^T*!*         approachin9  c°*»unity  resources,  allow  them  to 

dT    ^rii^Mo  to  then  Mplaln  who  tl,ey  «e  and  what  they 

do.    During  this  process,  they  may  reveal  projects  and  resources 
that  are  generally  kept  private,    m  this  way  you  can  establish 
a  system  of  valuable  community  contacts  that  can  help  your  clients 
in  a  variety  of  ways.  y  cj.ie.its 

TRAINING  AND  REHABILITATION  SERVICES 
t  '  ' 

type! Jf  C0WaUnity  resources  can  help  your  program  and  should 
be  contacted.    The  following  paragraphs  describe .some  of  the  more 
important  sources.    As  you  approach  these  resources,  remain  flex- 
perform        l0°k        *oatraditional  services  that  agencies  might 

Public  schools  are  excellent  resources  for  -remedial  education  and 
related  services.    Begin  by  contacting  administrative  representa- 
tives in  the  departments  of  adult  or  continuing  education  of  local 
.public  or  community  college  school  systems.    Be  prepared  to  con- 
duct a  frank  discussion  of  the  numbers  of  women  ih  your  program 
who  need  basic  education  and  GEO  services.    ftgk  about  the 
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feasibility  of  having  an  onsite  instructor  provided  for  your  cen- 
ter.   Administrators  frequently  are  looking  fojs^  outposts  to  pro- 
vide basic  adult  education  funded  by  Federal  Adult  Basic  Education 
Grants  or  the  new  Displaced  Homemaker  Program.    Be  prepared,  how- 
ever, to  open. such  an  onsite  class  to  non-substance-abusers  if 
you  cannot  provide  enough  clients  to  qualify  for  subsidization. 

Libraries  contain  information  about  community  agencies,  funding 
sources,  and  potential  employment  opportunities.    They  often  stock 
directories  of  social  agencies  and  local  manufacturing  companies, 
sample  copies  of  civil  service  job  tes,_s,  and  programed  texts  for 
GED  preparation.    Libraries  often  sponsor  or  coordinate  programs 
aimed  at  helping  special  populations  such  as  young  people,  older 
adults,  handicapped  persons,  foreign  born  persons,  and  single  ^* 
parents. 

United  Way  agencies  are  chartered  to  provide  a  variety  of  social 
services,  including  medical  And  psychological  care,  childcare, 
transportation  and  shelter  services,  tuition  assistance,  and  "adop- 
tion assistance.     It  is  especially  helpful  to  talk  with  agency 
managers  who  are  aware  of  program  underutilization.    They  may  be 
interested  in  establishing  a  cooperative  referral  agreement  with 
your  program.    Make  contact  with  a  conscientious  frontline  coun- 
selor from  each  agency  who  knows  how  to  navigate  the  maze  of  rules 
and  requirements  governing  the  agency. 
* 

Religious  organizations  such  as  the  Salvation  Army  and  Jewish,, 
Lutheran,  and  Catholic  social  services  are  often  good  sources  of 
food,  clothing,  lodging,  counseling  services,  and  work  adjustment 
and  skill  training.    These  organizations  sponsor  programs  that 
help  former,  substance  abusers.    In  smaller  communities  the  salva- 
tion Army  of  tor.  operates  small  #  cottage-type  industries  that  serve' 
as  a  bridge  to  employment  for  many  women.         >^  # 

Preapprenticeship  training  programs  provvre  a  source  of  entry  into 
no n traditional  jobs  for  some  women.    Onyrated  by  union  locals, 
private  corporations,  or  State  employment  services,  these  programs 
recruit  and  prepare  minority  candidates  to  meet  skilled  trade 
entrance  requirements.  | 

Private  vocational  schools  vary  in  their  ability  to  meet  the  needs^ 
of  the  former  substance  abuser.    Take  special  care  in  evaluating 
private  vocational  resources.    Be  prepared  to  ask  tough  questions 
such  as,  "Who  hires  your  graduates?"  and  "May  I  talk  with  some  of 
your  current  students?"    These  and  other  relevant  questions  are 
covered  in  a  free  pamphlet  entitled  "The  Pocket  Guide  to  Choos:~.g 
a  Vocational  School M  (Ffideral  Trade  Commission  Buyer's  Guide  #13, 
Washington,  D.C.  1975).    You  will  find  that  the  better  schools 
make  remedial  assistance  available  at  the  bQGjnnin*  of  vocational 
coursework,  and  extra  placement  assistance  is  offered  after 
coursework  is  completed.    Tuition  costs ^aay  range  from  a  few 
hundred  to  more  than  a  thousand  dollars.    If  the  school  is  one  of 
more  than  9,000  institutions  participating  in  the  U.£.  Office  of 
Education's  Financial  Aid  Program,  clients  may  qualify  for  a 
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tknkftKC^rV'  ^  St"^  "-iwe-'^hding  for  voca- 
tional training  for  female  drug  abusers  may  alsol*  sec..rld  f™ 

cTL^  ST6  vocational  rehabilitation ^  or  SrTof SS- 

£r^diS:;a?1iSi0nS  0f"CerS  °f  vocati°-'  -Lis  2  your  a^a 
lor  additional  tips  on  tuition  assistance. 

fenavtort^'h^r  s^ia^i2e  in  occupation. lly  naive  and 

benaviqraily  handicapped  clients  from  unemployment  to  a  work-ready 

^tT\^k  bel'°nd  My  initial  Session  that  the  workshop 
and  S  nf  inappr°I,riafe  f«  vour  clients.    Workshop  e^uatfon 
and  training  can  benefit  chemically  dependent  women  who  (1)  "re 
unsure  .of  their  occupational  interests  and  aptitudes  and  wo^d 
like  to  sample  a  variety  of  jobs,  "(2)  need  to  develop  rudtaentarv 

Uonaf  srkill    L°f  Skill.S'  and  (3>  to  acquire  oLI^Cu^ 

tional  skills  before  entering  advanced  training  elsewhere. 

«  ♦ 

•Few  training  settings  provide  such  a  supportive  opportunity  to 

'  2 rSStaSETE and  technical  job  skills/  CwPSS*. 

ln  reading  skills,  hygiene,  social  activities,  childcare  1M 

"r*1         3°b  'PlaCCBent  is  ^ical  °f  the  iolistic'approach 
Won  cTals  lelt«^,vocational  workshops.    A  workshop  2S£! 
'Sor ^A..f«       I  90Od  dia9nostic  tool  for  the  vocational  coun- 
selor because  it!  is  a  practical  way  of  assessing  needs  and  nar- 

*ITLT-  Workshop  staff  pe«°ns  are  *JiS3  r 

translating  their  observations  into  practical  suggestion  for- you 
and  your  client.*   Over  the  past  decade,  most  vocational  workshop 
have  opened  eligibility  to'  chemically  dependent  clientele  and  Ar- 
ranged program  financing  through  state  vocational  renaMUm'" 
welfare,  or  substance  abuse  coordinating  agencies.  naDlilM.t-™' 

Colleges  and  universities  have  traditionally  been  a  source  of 
community-oriented  programs.  '  You  may  discover  vocational  testino 
career  guidance,  medical  services,  scholarship  aid,  lZ  remedial 
£  availa^  through  local  colleges     contact  the 

ST'S  adult  ed^tion  or  the  student  services  department  of 
local  colleges  or  universities  for  pore  information. 

vocational  rehabilitation  aggncieg  provide  a  variety  of  diagnostic 
Planning,  restorative,  training,  and  placement  services  ' 
ble  clients.     Eligibility  for  services  is  b3sed  on  the  following: 

e    The  presence  of  a  documentable  physical  or  emotional 
.  disability;       -  .  .  o 

f    Demonstration  that  this  disability  has  handicapped  the 
client  in  »uje  employment  market;  and 

*■  %f 

•    The  likelihood  that  a  client  will  become  gainfully  em- 
ployed as  a  result  of  vocational  rehabilitation  services. 

^ili?vnLin>,d0!rent^9  the  Presence  °f  a  substance  ,buse  dis- 
££  Z:  ft»<hap,ica»i»9  eff^t,  and  a  positive  prognosis  for 
employment  qiven  proper  support  will  play  a  major  role  in  determln 
ing  whether  a  client  will  b«  eligible^or  rehabilitation  servS?" 


319 


0 

Rir 


32 


Vocational  rehabilitation  administrators  are  frequently  interested 
in  establishing  cooperative  agreements  with  treatment  facilities 
that  can  provide  a  steady,  flow  of  motivated  handicapped  persons. 
If  you  can  provide  medical^  and  psychological  documentation  of 
client's  substance  abuse  history  and  insure  a  constant  number  of 
program  referrals,  you  can  increase  your  chances  of  arranging 
*    timely  rehabilitation  services  for  your  clients.    Speak* with  case- 
workers assigned  to  work  with  chemically  dependent  persons.  Ar- 
range to  interview  the  agency's  district  office  supervisor  for 
tips  on  agency  priorities  and  procedures  for  establishing  formal 
cooperative  working  agreements.    In  the  event  that  the  district 
office  supervisor  you  contact  does  not  share  your  concern  for 
chemically  dependent  women,  contact  the  regional  director  of  cli- 
ent, services  or  the  State  coordinator  for  services  to  substance 
abusers  and  offenders.    You  may  need  to  ask  these  persons  to  re- 
mind local  administrators  of  the  agency's  mandate  to  service  all 
disabled  persons. 

Social  service/welfare  agencies  are  the  logical  complement  to 
State  vocational  rehabilitation  services  because  they  can  provide 
for  day-to-day  living  expenses  incurred#  by  clients  as  they  train  _ 
for  new  careers.    The  establishment  of  direct  linkages  with  your 
local  welfare  agency  is  a  necessity.    Thousands  of  rehabilitation 
efforts"  fail  when  rent  and  utility  bills  go  unpaid  or  seed  money 
does  not  stretch  beyond  training  to  the  time  a  job  begins. 

The  identif ication^and  grooming  of  a  conscientious  caseworker  and 
supervisor  is  a  must  for  successfully  negotiating  with  public 
welfare  systems.    You  should  quickly  determine  the  feasibility  of 
establishing  formal  support  agreements  with  local  welfare  agen- 
cies.   You  should  contact  administrative  assistants  or  the  direc- 
tor of  your  county  or  State  social  service  agency  to  propose  on- 
going support  agreements.    Be  prepared  to  present  detailed  income 
and  needs  data  for  all  women  in  your  program,  and  be  ready  to 
argue  the  cost  officiency  of .transfer  payments  made  to  one  entity— 
your  treatment  facility — rather  than  separate  mailings  to  hundreds 
of  different  client  residences."  Ctress  the  assignment  of  one  or 
two  caseworkers  to  coordinate  all  services  to  program  partici- 
pants.   This  will  not  only  speed  up  provision  of  services  to  your 
clients  but  should  also  make  the  caseworker'b  job  easier*  To 
avoid  miscommunication  and  duplication,  one  treatment  staff  person 
should  be  designated  as  a  liaison  to  your  local  social  welfare 
ageriCy.    He  or  she  should  be  responsible  foi.  communicating  the 
need  for  services  to  the  appropriate  caseworker.    Ideally  this 
function  should  fall  to  a  staff  social  worker  or  community  liaison 
agent.'  In  their  absence,  any  staff  person  with  a  good  working 
knowledge  of  your  agency 's^  fiscal  policy  and  procedures,  as  well 
as  the  needs  of  your  clientele,  should  bo  able  to  fill  this 
position. 

The  National  Alliance  of  Businessmen  is  well  organized  to  address 
the  problem  of  how  the  unemployed  can  get  jobs.    Their  knowledge 
of  affirmative  action  outreach,  apprenticeship  openings,  and  busi- 
ness expansion  plans  is  exceptionally  detailed  and  current. 
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Supported  work  program*  are  growing  in  popularity  as  vehicles  for 
Providing  on-the-job  training  for  wome/and  other  minorities 
22  fU^!fe,"  a%n°"?r0fit  corporations  that  receive^  funds 
£i  i£22[  °f'Fe<3ffal  d^»nts  and  private  foundation^ 

2T«Ste^Trally  rCCrUit  and  trato  awl«  «°rkers,  assem- 
ble them  into  work  crews,  and  secure  contract  work  for  thwe  crews 
to  perform  on  a  paid,  full-time  basis.    Preliminary  studio  bv 
Hathematica  Policy  Research  (1977)  indicated  thatl^Sict  Ir 

ST^S  fependent  °n  engaged  in  less  crime  tEn  • 

^control  group  addicts  who  did  not  participate  in  supported 

Women's  organizations  are  often  in  the  forefront  in  providinc 

srs  Mis  s^MrjR  rs 

~  understand  ^"^^  ^  ^°  help  ^emically  dependent  wo^en 
.  understand  that  many  of  the  employment-related  issues  they  facf 
result  because  they  are  women.  y  race 

5£^lE?TaJ?  V6aen        constently  searching  for  women 

Si  %L  3°b  trainin9        3°b  placement  assistance,  sit 

S  L^"^9^  j°b  Pr09rans  actively  elicit  £Se  heaL 

SlS^fo£,>LPlaCeBent-  ?°r  years  toe  Ww*  Incense  Program 
Si  has  operated  successfully  in  serving  this  target  group.  Now 

^  "!;        5™CA'  0nited  Wav  ^encies,  and  a  variety  of 

1  • 

JOB  DEVELOPMENT  AND  JOB  PLACEMENT 

Sin^!n^,fJCa,tion  "*  creation  °f  3°b  opportunities  for  your 
«S  !h^P  *J*6  9reateSt  burdfen  on  vour  organizational  and 
•  of  lobf  It  S!"  1W,eUler  Ta9ed  in  0X6  C*eation  °r  development 
Sou  2n  £  S?^*0606"!  °f  CUC"tS  int°  available  position^, 
you  wiU  be  called  upon  to  expend  tremendous  amounts  of  energy. 
TO  insure  success  you  must  use  your  own  system  for  organizing^ 
S  '  «»P«ies,  dates,  and  position  requirements  you  will 


0 

ERIC 


Keep  track  of  all  employer  contacts,  including  the  date 

lLC%       i  IT*  °f        per8on  8poken  to'  their  n^s  at 
the  time  of  the  conversation,  and  their  projected  needs 
for  the  future. 
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jm    Organize  your  information  about  various  target  empl  rs 

according  to  ^location,  type  of  goods  or  services  produced, 

types  of  positions  typically  available,  and  skills  needed, 
to  qualify  for  these  positions. 

•  Update  your  list  of  work-ready  clients  daily,  making  sure 
to  include  the  types  of  jobs  they  are  interested  in  and 
the  skills  they  possess.    Tor  additional  tips  on  refining 
your  job  development  system  consult  Ferman  (1969)  and 
Bowman  and  Graves  (1976) . 

•  * 

Job  Development.    In  the  course  of  developing  or  creating  job  op- 
portunities ,  "You  and  your  clients  will  face  many  frustrations. 
The  most  common  impediments  to  locating  job  opportunities  are 
economic  recessions  and  employer  biases  against  chemically  depend- 
ent women.    Goldenberg  and  Kea tinge  (1973) ,  conducting  interviews 
with  100  employers  in  the  greater  Boston  area,  found  widespread 
discrimination  against  chemically  dependent  persons.    The  authors 
concluded  that  employers  were  reluctant  to  have  anything  to  do 
with  addicts,  and  in  general  were  actively  involved  in  trying  to  . 
rid  their  companies  of  the  chemically  dependent.    Less  than  5  per- 
cent had  developed  policies  favorable  to  the  hiring  of  rehabili- 
tated substance  abusers,  whereas  over  65  percent  used  screening 
techniques  to  detect  drug  users  among  employees. 

Over,  the  past  decade,  employer  motivation  to  discharge  drug- 
addicted  employees  has  changed  markedly,  as  evidenced  by  the  na- 
tional proliferation  of  employee  assistance  programs.  Unfortu- 
nately, biases  against  hiring  recovered  substance  abusers  still 
exist.    In  the  face  of  such  prejudice,  several  techniques  ^an  help 
you  in  your  search  for  jobs  for  your  clients.    Consider  adopting 
the  .following  tips,  for  successful  job  development: 

•  Prepare  early  for  your  encounter  with  an  employer  by 
reading  company-produced  brochures  and  publications  and 

•  talking  with  other  business  people  in  your  community  about 
*-the  target  company. 

•  Know  your  clients*'  strengths  and  weaknesses  and  interests 
and  dislikes,  and  be  prepared  to  question  how  they  might 
or  might  not  fit  into  employment  at  the  target  company. 

r-  .*  , 

•  Prepare  a  client  skills  bank  so  that  you  are  ready  with, 
possible  referrals  to  the  occasional  employer  who  Will 
say,  "I  need  five  workers  tomorrow,  can  you  deliver  them?" 

•  Develop  and  practice  the  presentation  that  you  plan  to 
make  to  each  employer.    Role-playing  lends  itself  well  to 
perfecting  job  development  presentations. 

w   •    seek  out  the  decisionmakers  in  the  company  and  interview 
them.    The4  personnel  manager  may  not  always  be  the  appro- 
priate person  to  contact  regarding  the  niring  of  recovered 
substance  abusers.    Speak  with  supervisors  and  managers 
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dangerous  people.    B«  preS   ^7  h2y'  and  " 

of  successful^  JS^S^££T'^^J^,m' 

v»^SLt  ss^s  Sect°"  °~ : 

U*e.skiU  and  nJkllil    T  th6ir  """"types.    It  may 
your  clientTLrSS"^^0^  *2  T3"*"  ^ 
»ay  need  io  enlist  SLJSSSTJoTlSff       ^    Y°U  ' 
support  you  in  these  attempt!  S^^SS?"  *° 

'^^^^f^^  •»  *«9  abuse  problem 

administrative  staff  S^w    aPProP^iate  treatment  and 
consultation!        "  ******  at  yOUr  Clinic  ^further 


"3 

*    ?Uqqest  the  Mt-'M'^rnt  nf  subsidized  on  frho  -i  k  .. 

inland  job  tryouts  to  employes  withtroM  ,  ^ 1  "■  ■ 

•*      qualified    trains  Q„„T         y       with  Pr°blems  m  keeping 
£. l2S'o? SrSSS;  -able  to  bear 

may  welcome  ^^S^gG^^**  r^"9 
costs  are  offset  by  Government  subsidy    "inVout  S?"9 

rehabilitation  agenSS  aid  S  ^T^"^  vocational 
by  CETA  and  the  SgS^^J™  **>™°"* 

#   Slft^gef^^  employer  has  no 

'  cr  actuates  sever!  f^r^nV" 

tial  to  maintain  close  contact    »!»  ? 
abreast  of  new  opportunitieTfor  .    ^  ke6PS  yOU  ' 

-re  S'^V&oSo^  b6lOW        SOae  °f 

SSlffSSn'T?"  frequentlv  Pr-ide  referrals  to  many 

-  cupations  for  which  quaUrled  worke^arl  ;nfofBa"on  ab0ut  °C" 
geogr,phic  areas  in  which  sSli?^  are^ly^ed^ 

SSXtfXZrS*:  B*  ^ith  wen-established 

apprentice^  0^^^^---}?  of  . 
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referral  agreements  with  businesses  located  within  their  district 
boundaries.    Be  sure  to  contact  individual  placement  counselors^ 
training  specialists,  and  WIN  coordinators.    They  are  always,  look- 
ing for  motivated  candidates  for  training  and  placement  opportu- 
nities.   Point  out  that  because  of  the  nature  of  your  long  and 
personal  association  with  your  clients,  you  will  be  in  an  excel- 
lent position  to  screen  referrals  for  them. 

County  agefits  arid  mail*'carriers  are  often  the  first  to  hear  of 
job  openings  in  suburban  and  rural  areas* 

The  iocal  chamber  of  commerce  usually  has  current  information 
about  job  openings  and  plans  for  company  expansions  in  the 
community*  .  „  , 

Treatment  program  board  members  are  frequently  associated  with 
businesses  and  industries r^tOiatTca^^rovide  high-quality  job  place-* 
ments.    Consider  giving  these  board  members  the  opportunity  to 
make  a  personal  contribution  to  the  treatment  effort  by  helping 
to  place  some  of  your  clients. 

Manpower  planning  agencies  are  operated  by  many  local,  regional, 
and* State  governments.    They  serve  as  prime  sponsors  for  a  variety 
of  paid  training  and  work  experience  opportunities.    Since  the 
scope  of  these  programs  varies  so  much  from  State  to  State,  you 
should  seek  out  knowledgeable  people  in  coordinating  agencies  and 
familiarize  yourself  with  the  peculiarities  of  programs  funded 
under  each  locality.    Use  caution  and  investigate  worksites  se- 
lected for  various  manpower  placements  to  make  certain  that  the 
environment  is  both  supportive  and  challenging  enough  to  make 
work  meaningful. 

Civil  service  jobs  are  excellent  for  neophytes  to  gain  work  expe- 
rience.   Because  of  the  high  degree  of  bureaucratization  and 
structure  found  in  civil  service  agencies,  they  provide  an  excel-, 
lent  environment  for  a  beginning  employee.    These  jobs  provide 
good  opportunities  to  learn  and  put  into  practice  new  techniques 
for  interacting  with  others  and  in  general  becoming  socialized 
to  the  everyday  work  world.    Quite  often  arrangements  can  be  made 
wiW  local  and  State  civil  service  offices  to  mail  job  announce- 
ments directly  to  your  program  for  posting.    The  best  strategy  to 
use  in  securing  civil  service  jobs  is  to  apply  early.  These 
positions  tend  to  open  up  6  months  after  they  are  announced. 

Treatment  facility  employment  may  be  available  to  a  small  number 
of  rehabilitation  clients  in  noncounseling  positions.  Before 
placing  any  clients  in  clinic  employment,  you  should  consider  the 
pros  and  cons  of  such  a  practice.    On  the  positive  side,  such  jobs 
arc  more  easily  secured  and  open  to  support  and  intervention  on  £ 
your  part.    They  generally  prove  to  be  a  comfortable,  familiar 
atmosphere  in  whlib  clients  can  learn  about  work  because  most 
of  the  staff  arid  clients  are  acquaintances,    phe  work  duties 
are  generally  entry  level  and  seldom  overwhelming  for  the  new 
worker.    On  the  negative  side,  familiarity  with  clients  and  staff 
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»ay  work  to  your  clients'  disadvantage.  The  opportunity  for  cli- 
£££  SSwSLrffST'  «Set.  wither 

^sSSSlnln9  rC°rdin9ly'  °r  -  ^PateietntSi„ann  ^a  ^  '£22* 
is  oversupervi^d  J  rilf^Ji?^^*^- 

t.  Hire  ^^S^SLSi  ^J^Sf*** 
Former  clients  who  maintain  successful  employment  can  offpn  n~ 

CLINT  FOLLOWUP  AND  EVALUATION 

CLIENT  FOLLOWUP 

Rehabilitation  of  the  chemically  dependent  woman  does  not'  P„fl  ««■•, 

tage,  and  conflict  that  occur  after  job  placement     To  In«,™ 

early  identification  of  a  need  for  IT?    k  ? 

a  multifaceted  system  of  foiled  ^su  a^ste^rna 

oTc^ctloeT'T  ^entS  a"  3Vailable  "  the  p'rS/Ltnoa" 
ail  of  12  £E  "     Pr0duCS  reSUltS'    COnsider  deluding  some  or 
client  cohnetafct!°Wln9  teChnlqUeS  *" 

*  ■"ak!  af  a"q«"ents  with  trainers  and  employe  for  ..  to 
contact  your  clients  periodically  at  school  or  on  the 
job.    Encourage  employers  to  contact  you  as  soon  as  your 
clients  begin  to  encounter  serious  problems. 

*  stSnfffeSf  "^./-Mjrgsses,  and  phone  numbers  of  several 
significant  people  in  your  clients'  lives  through  whom 
you  can  maintain  contact  with  your  clients.    Be  sure  to 

to  a^kWrt!Tn  P*™ission  fron>  clients  allowing  you 

^nn  oW         6aCh    "end'  relative-  social  worker,  proba- 
tion officer,  and  doctor  whose  name  they  provide. 

*  £evel°P- a  standard  feedback  letter  that  can  be  mailed  to 

r^»r.n^eKtS.uith  2  stan,Ped'  self-addressed  envelope  and 
returned  by  them  at  their  convenience.    This  technique 
works  particularly  well  for  clients  who  work  the  same 
hours  as  you. 
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•  Develop  followup  mechanisms  that  reward  your  clients  for 
>  keeping  in  touch.    For  example, *you  might: 

1.  Establish  a  clinic  alumni  association  that  regularly  » 
reunites  for  various  social  and  cultural  events.  * 

2.  Conduct  an  annual  followup  survey  in  which  clients 
receive  $5  or  $10  for  answering  questions  during  -a J 
1-hour  interview. 

3.  Provide  vocational "guidance  and  job-upgrading  services 
to  employed  clients  who  are  looking  for  better  jobs. 

4.  Offer  to  provide  rehabilitation  services  to  the  rela- 
tives of  successful  graduates  of  your  program. 

5.  Hpnor  program  graduates  by  .asking  th'em  to  be  speakers 
or  special  guests  at  community  functions  related  ,to 
drug  abuse  rehabilitation. 

EVALUATION  AND  MODIFICATION  OF  THE  COMPONENT 

To  insure  the  quality  and  effectiveness  of  the  services  provided 
by  your  vocational  rehabilitation  component,  you  should  conduct 
a  periodic  evaluation  of  progress  toward  unit  objectives.  Remem- 
ber that  the  goals  and  objectives  selected  for  your  component  will 
dictate  the  criteria  for  measuring  success.    For  example,  if  one 
program  goal  is  the  placement  of  women  into  full-time,  permanent t 
employment,  then  a  tally  of  the  number  of  job  placements  for  a 
given  year  may  serve  as  a  satisfactory ^criterion  of  success.  Some 
of  the  more  common  ea£eeria  selected  for  evaluating  vocational 
rehabilitation  services  include  GED  or  high  school  completions, 
changes  in  income,  number  of  jobs  developed,  number  of  clients 
placed  in  employment ,  number  of  jobs  retained  more  than  6  months, 
number  of  clients  completing  skill  training,  quality  of  jobs  de- 
veloped, and. number  of  clients  returning  to  drug  or  alcohol  abuse 
and  crime.    Select  your  criteria  carefully,  make  sure  that  )all 
staff  members  are  familiar  with  Jthese  criteria,  and  formalize 
procedures  for  the  accurate  collection  of  all  data     By  measuring 
your  component's  service  record  against  objectives  established 
for  a  given  period,  the  need;  for  program  changes  will  become  clear. 
Once  specific  weaknesses  are  uncovered,  problemsolving  solutions 
can  be  better  focused.    As  new  services  are  created  and  prior 
practices  modified,  new  objectives  will  emerge  to  serve  as  bench- 
marks for  rating  the  program  in  later  months.    In  evaluating  re- 
habilitation services,  adopt  a  simple  yet  organized  strategy. 
Consider  including  some  or  all  of  the  following  basic  ideas  in 
your  evaluation  process.^ 

•  Establish  regular  semiannual  or  annual  dates  for  program 
evaluation. 
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Measure.progress  toward  specific  program  objectives  that 
were  established  at  the  beginning  of  the  period  under  A 
scrutiny,  «Q  -    „*  *  y 

Question  staff  persona,  program  administrators,  clients, 
educators,  and  employers  abomt  their  perceptions  of  your 
component  •  sj  streng£hs\  and  weaknesses  ,tt 

Solicit  strategies  for*  remedying  problems  from  a  broad 
base  of  client  staff,  outside  professionals,  clients,  and 
employers.         *  ~  / 

Modify  your  rehabilitation  component  by  adding,  altering, 
or  deleting  services  and  adjusting  your  program  goals  ' 
accordingly. 

Summarize  the  results  qf  your  investigation  and  plans  for 
modification  and  send  this  information  to  all  staff 
members. 
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APPENDIX  A 

SUPPLEMENTARY  MATERIALS 


MEASURING  COMPOSITE  CLIENT  NEEDS 

Meeds  Analysis,    The  Delphi  Probe  is  a  structured,  stepwise  needs 
analysis  procedure  used  in  many  rehabilitation  agencies.    It  uses 
a  variety  of  measurement  techniques  to  draw  needs  data  from  a 
cross-section  of  the  rehabilitation  community.    Probe  data  are 
then  refined  through  several  presentations  to  assessment  partici- 
pants until  the  results  represent  an  accurate,  usable  picture  of 
client  needs.    For  information  contact  the  National  Clearinghouse 
of  Rehabilitation  Materials,  115  Old  USDA  Building,  Oklahoma  state 
University,  Stillwater,  Okla.  74074. 

Written  Survey  Instruments.    Formats  available  in  the  literature 
include  Gordon  (1976)  and  Wolkstein  and  Richman* (1975) . 

Client  Interviews.    For  suggestions  on  conducting  needs  assessment 
interviews  consult  Gordon  (1976).    For  ideas  about  areas  to  probe, 
consider  conducting  a  thorough  review  of  the  literature  on  female 
addicts.    Contact  the  National'  Institute  on  Drug  Abuse,  5600 
Fishers  Lane,  Rockville,  Md.  20857,  for  a  bibliography  of  perti- 
nent studies,  or  secure  a  copy  of  Women  and  Drugs:    A  Bibliography 
from  the  National  Coordinating  Council  on  Drug  Education,  1526 
.18th  Street,  N.W. ,  Washington,  D.C.  "036. 


JOB  READINESS  CRITERIA 

A  representative  list  of  job  readiness  criteria  can  be  found  in 
appendix  H  of  Rehabilitation  of  the  Drug  Abuser  (Kolber  and  Elias 
1972) . 

t 

EVALUATION  OF  REHABILITATION  PROGRAMS 

For  intormation  write  to  the  National  Clearinghouse  of  Rehabili- 
tation Materials,  115  Oid  USDA  Buildioa,  Oklahoma  state  Univer- 
sity, Stillwater,  Okla.  74074,  or  secure  a  copy  of  Program  Evalu- 
ation;   A  Beginning  Statement,  the  10th  Institute  on  Rehabilita- 
tion Services,  1972,  from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402. 


GUIDELINES  FOR  ESTABLISHING  REHABILITATION  COMPONENTS 
WITHIN  SUBSTANCE  ABUSE  TREATMENT  FACILITIES 

These  guidelines  may  be  found  in  Gordon  (1976)  and  tne  accredita- 
tion standards  for  substance  abuse  facilities  published  by  the 
Joint  Commission  on  the  Accreditation  of  Hospitafs  (1979).  In- 
formation is  also  available  describing  the  overall  rehabilitation 
process,  including  assessing  needs,  measuring  strengths,  identi- 
fying job  objectives,  initiating  training,  and  facilitating  job 
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•  Z^V"?  °*  substance  abusers.    The  Disability  and  Reha- 
bilitation Handbook  (Goldenson  1978)  provides  excellent- insight 
into  the  techniques  for  working  with  a  variety  of  disabilities. 

•  STiSSLrS^6"  %laV  F°r  8PeclflC  in£orMti°"  on  provision 
SitSSSi i *J**iet'  y°u  «*9ht  investigate  Vocational  Reha- 
fr^S^aM  ?  !rcat"ent  Settin*'  a  fining  Package  available 
f      the  National  Drug  Abuse  center's  materials  distribution  cen- 

ZL3l*<  f^'/*'  22101«    *>r  information  pertaining,  to 
most  aspects  of  vocational  rehabilitation  counselit.g,  contact  the 
SfS  T^"  ^"nation  Center,  308  M^L^ne  CaS 
olic  University  of  America,  Washington,  D.C.  20C51. 

Tools  available  to  aid  in  measuring  client  strengths  and  weak- 
nesses include  The  Hental  Measurements  Yearbook  (Buros  1978) 
™3               Pr°Vf 63  °*p8Ule  de8«iPtions  of  most  tests  i„  print 
and  will  help,  you  determine  the  applicability  of  a  given  test  for 
use  with  your  population.    To  guxde  you' in  issues  related  to  as- 
s****erit  interviewing,  establishing  and  initiating  rehabilitation. 
Plans,  and  upgrading  vocational  services,  consider  subscribing  to 
The  Journal  of  Rehabilitate  council  n^.  The  Personnel  and  nL! 
ance  Journal,  or  the  Journal  of  Vocational  Behavior.  ~  • 

w».nXPl^^i°LS?.UrC!S  inClUde  ^^nt  Perspective;  Working 
W^n,  published  by  the  Bureau  of  Labor  Statistics,  Department  of 
Labor,  Washington,  D.c.  20212,.   For  clients  interested  in  se?f- 
£5"?  £2?!!?  plannin3  activities,  secure  copies  of  career-planning 
and  jobfinding  texts  such  as  How  to  Get  a  .Toh  (Fregley  1974K  ' 
f1""1"?   "  "**  (Catalyst  1973),  and  Your  Tob  Campaign  (caia- 
2f«       i        Creative  Careers  for  Women,    A  HandboolTof  So,,r~. 
and  Ideas  for  Part-Time  Jobs  (Scobey  and  McGrath  ?968) .    Most  of 

btokstorer'^'1"'181516  ?  thC  8elf-Kelp  SeCti°n  °f  lo-l  college 
TOOLS  TO  AID  IN  CLIENT  ASSESSMENT  , 

Vocational  Interest  Inventor!**.  The  Kuder  Preference  Record  can 
be  purcbaseo  by  quaUfiad  professionals  fr-sn  Science  Research  As- 

1S!  Korth  W?cker  Drive'  Chicago,  111.  60606.  The 
strong  Campbell  interest  Inventory  and  its  easily  interpreted 
Sr^ff  tese  reports  ar3  available  from  National  computer 
Systems,  4401  West  76th  Street,  Minneapolis,,  Minn.  5S435.  Short 
.    interest  checklists  can  be  provided  by  Start*  employment  Agencies. 

^e"!r?^.yitUde  Tftst8,    Thase  i"cluae  the  Differ'antial,  Aptitude 
Test  (DAT)  and  the  General  Aptitude  Test  Batteiry  (GATB) ,  as  wel-l 
as  tests  of  specific  aptitudes  for  mechanical  w0rk,  typing,  or 
mathematics.    The  DAT  can  be  purchased  by  qualified  professionals 

the  Psychological  Corporation,  757  Third  Avenue,  New  York, 
to L   «  I'    "ftfibution  and  use  of  the  GATB  is  closely  controlled' 
fly  the  U-S.  Training  and  Employment  Service. 
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The  Vocational  Opinion  Index.    Information  on  this  index  can  be 
obtained  from  Associates  for  Research  in  Behavior,  Inc./  3401 
Market-Street,  Philadelphia,  Pa.  19104. 

The  Minnesota  Importance  Questionnaire.    For  information  about  the 
MIQ/  write  to  Vocational  Psychology  Research,  Department  of xPsychol- 
ogy.  University  of  Minnesota,  Minneapolis,  Minn.  55455. 

COMMERCIAL  CAREER  GUIDANCE  AIDS 

The  Directory  of  Occupational  Titles  and  The  Occupational  Outlook 
Handbook  can  be  purchased  through  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 

The  Occupational  Exploration  Kit  is  produced  by  Science  Research 
Associates,  155  North  Wacker  Drive,  Chicago,  111.  60606. 

The  Art  of  developing  a  Career  (Carkhuff  ar,d  Friel  1974) ,  Who's 
Hiring  Who?  (Lathrop-  1976) ,  What  Color  is  Your  Parachute?  (Bowles 
1977),  and  28  Days  to  a  Better  Job  (Jackson  1977)  can  be  found  in 
the  self-help* section  of  most  bookstores. 


CHILDCARE 

For  information  on  childcare  services,  contact  local  social  serv- 
ice agencies  and  the  Displaced  Homemakers  Network,  Inc.,  2012 
'   Massachusetts  Ave.,  N.W.,  Washington,  D.C.  20036* 

Information  on  funding,  licensing,  and  managing  childcare  services 
in  treatment  facilities  is, available  from  the  National  Clearing- 
house for  Drug  Abuse  Information,  which  offers  NIDA  Special  Report 
Number  1,  Series  43,  Child  Care  Provisions  in  Drug  Abuse  Treatment 
Programs.  -* 

Parent  training  information  can  be  found  in  "Parenting  and  Child 
Services  for  Chemically  Dependent  Women, M  chapter  11  of  this 
volume;  The  Growth  and  Dev  dlopment  of  Mothers  (McBride  1974) ;  and 
Communication  and  Parenting  Skills  (D'Angelli  and  Weener  1976). 


LEGAL  ISSUES  "~ 

Information  about  the  kinds  of  limitations  a  criminal  record  can 
place  on  employment  opportunities  is  available  from  the  American 
Bar  Association,  Clearinghouse  of  Offender  Employment  Restric- 
tions, 1300  M  Street,  N.W. ,  Washington,  D.C.  20036. 

General  advice  on  legal  issues  is  available  from  the  American  Bar 
Association,  Pretrial  Intervention  Service  Center  (same  address 
as  above) • 
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CONFRONTING  SEXUAL  HARASSMENT 

For  information  on  this  subject,'  you  can  obtain  Stopping  Sexual 
Harassment:  A  Handbook  for  $2.50  free  the  Labor  Education  an^" 
Research  Project,  Box  20001,  Detroit,  Mich.  48220.  * 


SURVIVAL 'TRAINJNG        '  f 

HtlT 5Vi^alJk'ills  draining  for  Chemically  Dependent  «oufen"  in 

nlTv    il^  f"d  Gri0iStad  ***  Rcnnie  <1975>'  ^on 

(1976),  Leibqwitz  et  '  \9  (1973). 

EXPANDING  OPPORTUNITIES  FOR  EMPLOYMENT  FOR  WOMEN 

•»  * 

SiS6!  °f  W°fklR<Woman-  >^9azine,  availabli  at  newsstands 
and  published  by  Hal  Publishing  Company,  600  Madison  Avenue,  New 
York,  my      10022,  and  Careers  for  Women  m  the  70's.  Publica- 

ItZl^j  f"3  u  *  B"rP""'  C°"ti""i"^  Education  5^1^^ 

Programs  for  Women,  P.mphlet^Q,  all  available  from  the  Superln- 

DC  2^402  ^uT^  "-f '  ^Vernfflent  PrintinS  Office,  Washington, 
D.C.  20402.    Materials  that  focus  on  nontraditional  employment  for 

A  Woman  ^tajSc  to  New^aTeers  in  Real  igtSte  (Rejnis  1977)  . 

Career  fanning.    Write  to  the  U.S.  Department  of  Labor,'  Employ- 
ment and  Training  Administration,  Washington,  D.C.  20213  for  cL- 
Offices?163  °£        neWSletter  Pupations  in  Demand  at  .mh  s,r»^, 

COMMUNITY  RESOURCES:  ^TRAINING  AND  REHABILITATION' 

graap..renticeship  Training  *r~.^      Contact  sfcate 

m~  ^en=V'-.1°cal  ""i°n  halls,  libraries  the  Bureau  of  Appren- 

!!u1P„Traln  9'  DePartfflent  of  Labor,  Washington,  D.C.  20212, 
and  the  Hum-n  Resource  Development  Institute,  .AFL-CIO,  815  16th 
Street,  N.W.,  Washington,yD.C.  20006.  •  ?  • 

Private  Vocational  Schools.    "The  Pocket  Guide  to  Choosing  a  Vo- 
cational School"  is  available  free  from  the  Consumer  Information 
Center,  Pueblo,  Colo*'  81009.    .Information  oh  Federal  financial 
aid  is  available  in  Student  Consumer's  Guide:    six  Federal  Aid 

Tcr^%7198l~^'  ^""""ft  Prlntl"g  Office,  Washington, 

D.C.  20402.    "Developing  and  Using  a  Vocation^  Training  and  Edtft 
cation  Resource  Manual,"  a  1977  Services  Resea>    .  Report  from  the  ' 
National  Institute  on  Drug  Abuse,  provides  an  excellent  system  . 
for  organizing  and, retrieving  information  about  training  resources 
in  your  -community^  •  • 

F»fral/qen4eS'    Contact  «>e  nearest  Veterans  Administration 
office- for  information  about  survivors'  benefits  and -training  op- 
portunities,   secure  a  copy  of  Federal  Benefits  for  Veterans 
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their  Dependents  from  the  U.S.  -Government  Printing  Office,  Wash- 
ington, D.C*  20402.    Contact  the  Social  Security  Administration 
for  information  about  dependents  under  the  age  of  21.    Be  sure  to 
obtain  a  copy  of  the  Government  publication  entitled  A  Woman's 
Guide  to  Social  Security  from  your  local  social  security  office. 
Contact  the  Armed  Forces  for  information  about  long-term  training 
for  part-time  service  in  the  Reserves.    Contact  the  Department  of 
Labor  Women's  Bureau,  Room  S3311,  Second  St.  and  Constitution 
Avenue,  N.W. ,  Washington,  D#C.  20010  for  clues  to  funds  for  spe- 
cial training  programs*.    Finally,  inquire  about  vocational  pro- 
graming for  female  substance  abusers  through  the  National  Insti- 
tute on  Drug  Abuse,  Clearinghouse  for  Drug  Abuse' Information,  5600 
Fishers  Lane,  Room  iJaB6,  Rockville,  Md.  20857. 

National  Alliance  of  Businessmen.  For  information  write  to  the 
national  office,  1730  K  Street,  N.W. ,  Washington,  D.C.  20006  or 
consult  a  phone  directory  for  the  office  nearest  you. 

National  Urban  League.    For  information,  write  ±o  the  national 
office,  500  East  62nd  Street,  New  York,  N.Y.  10021. 

Supported  Work  Programs.    For  further  information  about  supported 
work  programs,  contact  your  local  manpower  coordinating  agency  or 
write  to  the  Manpower  Demonstration  Research  Corporation,  3  Park 
Avenue,  New  York,  N.Y.,  or  the  National  Clearinghouse  for  Drug 
Abuse  Information,  5600  Fishers  Lane,  Rockville,  Md.  20857 ^  For 
further  information  about  placement  programs  for  women,  contact 
the  Association  of  Progran\s  tfor  Female  Offenders,  Women's  .Reforma- 
tory, PO  Box  313,  Rockville  City,  Iowa  50579;  The  John  Howard  As- 
sociation, ,537  South  Dearborn  Street,  Chicago,  111.  60605;  and 
the  7th  Step  Foundation,  28  East  8th  Street,  Cincinnati,  Ohio 
45202.  '  .  ^ 

Women 1 3  Organizations.    For  further  information  about  techniques, 
issues,  and  materials  common  to  groups  of  this  type,  contact  the 
National  Organization  for  Women,  425  13th  Street,  N.W.,  Washing- 
ton, D.C.  20003,  or  the  National  Institute  on  Drug  Abuse  Program 
for  Women's  Concerns,  5600  Fishers  Lane,  Rockville,  Md.  20857.  , 


COMMUNITY  RESOURCES:     JOB  DEVELOPMENT  AND  PLACEMENT 
*  *  t 

Job  Development  System.    See  Job  Development  for  the  Hard  to 
Employ  (Ferxnan  1969)  and  Placement  Services'  and  Techniques 
(Bowman  and  Graves  1976) . 

Employee  Assistance  Programs .>    For  information  about  companies 
in  your  area  that  operate  employee  assistance  programs,  contact 
the  Association  of  Labor  and  Management  Administrators  and  Con- 
sultants on  Alcoholism,  1800  North  Kent  Street,  Arlington,  Va. 
22209. 

Manpower  Programing.  For  an  overview  of  manpower  programing  na- 
tionally, contact  the  U.S.  Department  of  Labor,  Employment  and 
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Sfn^  ^^stration'AR«*>  10406,  601  D  Street,  N.W.,  Hashing- 

Bnploynent  Services  Offices.  For  a  copy  of  the  Directory  of  Local' 
Employment  Services  Offices,  write  to  the  U.S.  Departaent  of  Labor, 
Manpower  Administration,  601  0  Street,  N.W.,  Washington,  D.C. 

If  you  decide  to  conduct  your  own  job  readiness  seminars  at  your 
clinic,  you  can  obtain  excellent  resource  material  on  the  subject 
2™  ^L™ Iti Resource  center,  1900  Chicago  Avenue/ Minneapol±s, 
Minn.  55404  and  from  the  Federal  publication  entitled  A  Vocational 
Component  for  the  Drug  Abuse  and  Correctional  Aaencv  (Gordon  1976) 
Consxder  supplementing  these  resources  with  books  on  job  inter-  " 
viewing  such  as  Sweaty  Palms.-    The  Neglected  fa":  of  pm™  Inter- 

("edley  1978),  and  How  to  Win  a  Job  Irt^HPw  (D^L.   , 

1978)  .  Secure  copies  of  The  Working  Mother's  cmrtee*  Handbook' 
(Morris  and  Miller  1979)  and  McCall's  Working  Mother  Magazine  tn 
nelp  prepare  your  clients  for  the  dual  roles  of  parent  and  workfir. 

The  occupational  Outlook  Handhnov  ls  a  compact  source  of  written 
descriptions  of  the  nature,  training  requiremants,  job  outlook, 
and  pay  scales  of  hundreds  of  representative  jobs".    The  Occupa- 
tional Exploration  Kit  supplies  excellent  written  descriptions 
for  more  than  400  occupations.    The  accompanying  self-gulllance 
program  is  an -effective  guide  f<Jr  helping  clients  select  a  voca- 
tional  objective. 
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SAMPLE  OCCUPATIONAL  DEVELOPMENT  PLAN 

Client  Name;    Jane  Client 


PRESENTING  PROBLEMS  (potential  barriers  to  employment) : 

-unemployed: 


EPILEPTIC  (CONTROi.'.ED) 

NO  WORK  SKILLS 

NO  GEO  ,  ^ 

SHORT-RANGE  GOALS 

-Ref*r  to  GED  class 
-Narrow  down  job  aptitude  and 
interest  "  . 

-Refer  to  State  Bureau  of 

Rehabilitation 
-Line' up  momr to  babysit 
-Get  dental  work,  dermato logical , 

aM  epilepsy  evaluation* 
. -Refer  to  NSD  transportation  program 
-Refer  to  job  developer  to  develop 

entry- level  job  leads 

LONG-RANGE  GOALS 


-Secure  job  skills  through  training 
-Get  and  .keep  employment 
-Maintain  drug-fre*e  state 


CHILDREN  TO  CARE  FOR 
NO  TRANSPORTATION 
SKIN  CONDITION 
SEVERE  DENTAL  CARIES 

MK/iNS  FOR  REACHING  GOAL 

Counselor  will  do  11/3 

Take  SVIB  and  GATB 

(Strong  Vocational*'Interest  Blank 
and  General  Aptitude  Test  Battery) 

Counselor  will  collect  paperwork 

Client  will  arrange 

State  Bureau  of  Rehabilitation 

Counselor  will  provide  information 
Laborer#  clerk,  janitor  positions 
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Sponsored  by  Bureau  of  Rehabilitation 

Job  developer  and  client 

Client 


COURT  CASE  PENDING 
STILL  USING  DRUGS 


TIME  NEEDED 


1  weeK 
1  week 


1-  2  weeks 

2  weeks 

2-  12  weeks 

1  week 
2-4  weeks 


6  months-2  years 
3-6  months 


LONG-RA?3GS  GOALS — Continued 


••Get  f*pn  * 

-Get  teeth  restored  fUent  °*  education  10  weeks 

-Zl  lt<„  Jf est°!ed  Bureau  of  Rehabilitation  12  weekg 

-Get  skin  cleared  up  Bureau  of  Rehabilitation  g  "eeks 

TREATMENT  STATUS 

S^l^SS^  ^  H-L-  °UtPati6nt  CUniC-  Urlne  We?kly'  is  Scott,  attends  two 

This  plan  has  been  developed  by 
and  is  satisfactory  to  both  parties,  listed  below. 

CLIENT  SIGNATURE  C 

COUNSELOR  SIGNATURE 


DATE 

  DATE 


^  ****** 
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APPEIWX  C 

SAMPLE  SELF-EXAMNATHN  EXERCISES 


Central  to  many  occupational  exploration  and  career-planning  pro- 
grams are  exercises  that  help  persons  assess  their  positive  attri- 
butes and  learn  how.  those  attributes  might  find  expression  in  ac- 
tivities and  occupations  of  interest  to  them.    Consider  engaging 
your  clients  in  some  of  the  following  tasks: 

1*    "Consider  asking  your  clients  to  describe  themselves  in  15  to 
20  short  MI  am"  statements  that  include  a  ^number  of  attributes 
and  characteristics.    Next  ask  them  to  indicate  which  of  these 
characteristics  they  like  and  wjiich  they  dislike.    At  this  point, 
you  might  ask  selected  clients  to  share  those  attributes  aloud 
and  charge  the  group»with  the  task  of  brainstorming  jobs  or  ca- 
reers in  which  those  characteristics  would  be  an  asset.    In  the 
absence  of  a  group  session,  individuals  could  be  aske<^  to  investi- 
gate for  themselves  occupations  in  which  these  attributes  could* 
find  expression  and  report  the  findings  back  to  you.    Once  com- 
pleted, your  clients  would  be  free  to  further  explore  occupations 
that  caught  their  interest  during* the  exercise. 

2.  As  a  variation  of  the  above  exercises,  ask  your* clients  to 
list  all  the  fun  things  and  pastimes  .they  have  engaged  in  since 
childhood.  Next  to  these  pastimes,  have  them  describe  all  the 
skills,  talents,  or  attributes  they  needed  to  accomplish  them. 
Next,  ask  them  to  indicate  which  of  these  attributes  they  most 
enjoy  putting  to  use,  and  have  them  speculate  about  the  kinds  of 
jobs  that  would  require  similar  talents  and  skills  to  perform. 

As  an  assignment,  have  them  verify  the  importance  of  these  attri- 
butes by  visiting  the  library  or  worksites  to  read  about  or  talk 
to  people  engaged  in  specific  occupations. 

3.  As  a  third  variation  of  the  above,  ask  your  clients  to  list  a 
number  of  things  they  have  done  in  their  lives  of  which  they  feel 
particularly  proud.    Your  clients  may  need  extra  prompting  on 
this,  so  be  prepared  to  suggest  areas  to  focus  on  such  as  a  new 
skill  they  have  learned,  a  hobby  or  craft  they  mastered,  something 
done  for  another  person,  a  shrewd  purchase,  completion  of  a  la- 
borious tcsk,  or  a  story  or  poem  written.    Next,  determine  which 
things  your  clients  would  derive  pleasure,  pride,  or  enjoyment 
out  of  doing  again.    From  this  point,  you  could  use  the  techniques 
cited  above  to  derive  jobs  in  which  these  enjoyable,  pride- 
producing  elements  m*ght  be  experienced. 
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k/   Family  Therapy  Approaches 
and  Drug  Dependent  Women 

S#nn«t  Wo/par,  M.S. IV.,  a/id  Zona  Schelner,  Ph.D. 


Recent  studies  have  indicated  that  •family  therapy  holds  great  * 
promise  as  a  treatment  met'.vxiology  for  chemical  dependency  (Na- 
tional Institute  on  Drug  Abuse  1980; ♦Scanton  1979a, b).  Reviewing 
these  efforts..  Basen  (1980)  concluded  that  more  precise  family 
therapy -methods  need  to  be  developed  for  work  with  various  sub- 
populations.    The  degree  of  stress,  estrangement,  and  enmeshment 
reported  in  the  families  of  ^emically  aej^endent^womeii,  suggests 
that  family  therapy  can  be  particularly ascful;  however,  thera- 
pists working  with  these  families  will  neea  to  bs  sensitive  to 
gender  issues  in  implementing  the -therapy. 

The  task  of  this  charter  is  to  (1)  expand  the  perspective  of  chem- 
ical dependency  in  women  to  a  family  orientation,  and  (2)  describe 
recent  advances  in  family  therapy.    Although  we^cannot  teach  fam- 
ily therapy  in  one  chapter,  we  cap  introduce  basic  concepts  and* 
^  types  of  family  therapy,  discuss  how  they  can  be  useful  with  chem- 
ically dependent  women, "and  suggest  ways  that    herapists  in  drug 
abuse  programs  can  develop  family-oriented  interventions. 

We  will  first  present  evidence' that  suggests  that  a  family  therapy 
approach  is  useful  with  chemically  dependent  women  and  their  fam- 
ilies and  introduce  some  basic  concepts  of  family  systems.  Then 
we  will  describe  three  major  schools  of  family  therapy  that  have 
been  used  with  chemically  dependent  families.    Two  other  approaches 
•   are  included*  because  of  their  potential  usefulness  with  chemically 
dependent  women  (although  we  consider  them  to  be  adaptations  of 
the  major  schools  and  not  pure  "schools"  of  family  therapy).  By 
studying  these  models,  therapists  should  be  able  to  better  evalu- 
ate research  and  clinical  reports  and  select  a  suitable  model 
based  on  their  personal  styles,  client  populations,  and  settings. 
The  approaches  are  (1)  multigenerational,  (2)  strategic,   (3)  struc- 
tural, (4)  ecological  or  network  interventions,  and  (5)  multiple 
•family  group  therapy.    Special  issues  related  to  the  gender  of  the 
identified,  patient  will  be  noted  when  relevant.    Finally,  we  will 
discuss  how  to  develop  further  training  opportunities.    The  ex- 
ample's included  in  this  chapter  are  not  representative  of  the 


multiple  problems  and  complex  patterns  typically  fcund  in  families 
of  chemically  dependent  women.    They  were  selected  to  illustrete 
particular  family  concepts  and  therapeutic  strategies  without 
overwhelming  the  reader  with  too  much  detail. 

Other  reviews  and  descriptions  of  family  therapy  and  chemical  de- 
pendency are  available  that  are  organized  somewhat  differently 
(e.g. ,  Beels  and  Ferber  1972?  Gurman  and  Kniskern  1981?  Kaufman 
and  Kaufmann  1979a;  National  Institute  on  Drug  Abuse  1980?  Stanton 
and  fodd  1979).    The  work  of  Wegscheider  (1978)  is  also  relevant 
for  understanding  family  dynamics  in  chemical  dependency,  but  it 
will  not  be  described  here  because  of  space  limitations. 

0RU6  DEPENDENCY,  WOMEN,  AND  FAMILY  TREATMENT 

A  major  first  step  in  developing,  a  family  orientation  is  to  under- 
stand the  role  that  drug-taking  plays  within  a  family  and  to  find 
alternative  ways  to  conceptualize  or  "diagnose"  chemical  depend- 
ency.   Consider,  for  instance,  the  following  fictitious  example: 

Mary  Landau,  an  attractive  woman  of  about  40,  is  married 
to  a  loving  husband  who  is  a  successful  businessman. 
She  is  the  mother  of  two  beautiful  children,  an  adoles- 
cent girl  and  a  12-year-old  boy.    Mary  has  a  problem- 
she  is  dependent  on  drugs.     It  started  slowly,  when  the 
children  were  younger  and  the  days  were  terribly  long. 
Wanting  to  appear  rei&xed  and  loving  to  her  husband, 
she  would  take  a  tranquilizer  before  he  came  home  from 
work.    It  helped?  the  minor  irritations  of  the  day 
didn't  seem  quite  as  important,  and  she  was  ready  to 
listen  eagerly  to  her  husband's  tale  of  his  day,  re- 
sponding as  both  of  them  wanted  her  to.    Soon,  though, 
one  tranquilizer  wasn't  enough,  and  faking  it  at  five 
o'clock  wasn't  soon  enough? 'the  children  became  diffi- 
cult earlier  in  the  day,  so  she  would  take  a  pill  to 
deal  with  them  more  calmly,    when  they  went  to  school, 
things  eased  somewhat.    But  she  would  have  another  pill 
before  they  came  home  to  be  ready  for  them  and  their 
problems — it  was  difficult  for  her  to  watch  them  expe- 
rience the  hurts  and  pains  of  growing  up.    As  time  went 
on,  though,  she  became  dependent  on  drugs.    Her  children 
stopped  bringing  friends  Jjome  from  school,  even  though 
Mary  promised  them  that  she'd  "behave."    This  problem 
stemmed  from  Mary's  behavior  at  her  son's  birthday 
party.    Her  children  said  she  looked  terrible  and  em- 
barrassed the  family.    She  had  taken  tranquilizers  to 
help  her  get  through  a  party  of  10  noisy  12-year-olds. 
She  felt  that  nobody  would  help  her,  and  she  felt  she 
was  alone.    Her  husband  became  increasingly  angry  at 
her  and  threatened  to  leave  if  she  didn't  improve.  As 
-.  a  result,  'he  spent  less  time  at  home,  and  she  needed 
tranquilizers  to  deal  with  her  loneliness. 
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itost  therapists  probably  have  heard  this  scenario  played  out  many 
%r  times,  with  different  variations.    Th*  point  of  this  chapter  is' 
not  to  discuss  this  problem  nor  describe  it  in  more  detail,  but 
rathar  to  look  at  Mary  Landau's  dilemma  from  a  family  or  systems 
perspective,  which  may  change  how  a -therapist  would  treat  her. 
For  instance,  some  would  diagnose  Mary  as  a  dependent  personality- 
depressed,  lonely,  and  unable  to  cope  with  a  simple- life.  Her 
problems  probably  stem  from  difficulties  with  her  own  parents, 
perhaps  she  never  felt  .loved  or  was  rejected  as  a  child,  others 
would  assess  her  lack  of  meaningful  roles  and  her  environment  and 
would  focus  on  her  husband,  who  is  always  working  and  thinking 
primarily  about  money  and  success. 

How  else  could  Mary  handle  her  situation?    she  doesn't  complain 
abouWchn's  abstnce  or  her  loneliness.    John  can  say  he's  seldom 
home  because  she's  "high.-    They  don't  have  to  talk  about  what 
else  is  eoing.  on  between  tham— their  -inadequate  sex  life,  their 
loneliness,  their  feelings  of  betrayal.    Instead/they  can  focus 
on  Mary's  problem  with  tranquilizers  an'd  alcohol.    John  must  come 
home  to  take  care  of  the  children  because  Mar#  can't  cope.  This 
makes  John  feel  like  he's  a  good  father.    Mary's  chemical  depend- 
ency helps  her  husband  show  his  children  how  much  he  cares. 

'Unde5s^**d*?9: .dynamics  is  not  Sasy;  but  a  family  therapist" 
wouldjassert  that  drug  use  has  come  to  serve  a  function  in  the 
life  of  the  Landau  family.    Although  they  pay  a  terrible  price 
for  her  drug  use,  they  seem  unable  to  mobilize  to  change  it.  Drug 
use  helps  them  deal  with  conflict;  it  helps  them  avoid  the  dangers 
of  being  too  close;  it  helps  them  avoid  responsibility  for  nega- 
tive feelings;  and  it  changes  the  mood  of  the  family  when  neces- 
sary.   To' change  Mary's  drug  use  would  require  addressing  the 
purposes  it  has  come  to  serve  within  the  family; 
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This  situation  has  probably  developed  gradually  over  time  as  a 
response  to  stresses  of  daily  living.    For  women,  like  Mary,  who 
reside  in  nuclear  families,  their  ongoing  daily  interactions  with 
other  family  members  is  the  context- which  needs  to  be  changed. 
Family  therapists  do  not  see  "problems"  developing  separately  from 
or  simply  as  a  response  to  people's  ongoing  lives.    Alcohol  and 
prr-cription|drugs  serve  as  both  a  response  and  a  solution  to 
particular  types  of  relationships;  the  solution  then  becomes  the 
perceived  problem. 

A  family  therapist  who  meets  the  Landau  family  would  suspect  that 
one  difficult  issue  for  them  is  conflict  and  the  handling  of  dis- 
agreements.   The  drug  she  is  taking— Valium— is  a  solution  for 
the  entire  family;  they  do  n^t  have  to  cope  with  overt  conflict 
concerning  roles,  work  responsibilities,  family  involvement,  and 
so  on  but  can  concentrate  simply  on  Mary's  "problem"  with , Valium. 

Considerable  evidence  exists  to  support  family-oriented  interven- 
tions in  dealing  with  chemical  dependency.    Stanton  and  Todd 
(1979),  studying  lower  and  working  class  black  and  white  males, 
reported  that  6  months  after  treatment  family  treatment  groups 
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differed  significantly  from  those  that  did  not  receive  family 
treatment  in  the  use  of  illegal  drugs,  illegal  opiates,  and 
alcohol.  • 

Althoughvye  know  less  about  how  family  therapy .approaches  work 
when  a  woman  is  the  chemically  dependent  member,  findings  about 
chemically  dependent  women  suggest  that  family  therapy  is  likely 
to  Ik  useful.    Women  entering  drug  treatment  have  been  noted  to 
be  socially  isolated— more  isolated  than  male  addicts,  who  are  in 
turn  more  isolated  than  female  nonaddicts  {Tucker .1980;  Wallace 

#1976).    These  women  report  having  fewer  friends,  fewer  romantic 
relationships,  and  greater  feelings  of  loneliness  than  either  of 
the  two  other  groups.    The  relationships  they  do  toave  seem  to  be 

•pore  stressful  and  troublesome.    When  these  women  have  partners, 
the  partners  ate  more  likely  to  be  involved  in  drugs  also  (Ryan 
and  Moise  1979;  Tucker  1980).    In'addition  to  feeling  isolated, 
they  are  more, likely  than  nouaddictecJ  womerr  from  similar  back- 
grounds to  have  children  and  to  have  them  at  an  earlier  age,  and 
they  axe  less  likeiy  to  be  living  with  the  father  of  the  children 
or  any  other  sexual  partner  (Tucker  1980) .    The  support  they  re- 
ceive in  caring  for  children  seems  to  come  more  from  family  mem- 
bers other  than  spouses  and  from  girl  friends  (Schwingl  et  ai. 
1977) .    About  30  percent  of  addicted  wcmen  live  with  their  fam- 
ilies of  origin  or  relatives,  and  many  others  live  close  to  rela- 
tives (hoise  1979;  Tucker  1980;  Wallace  1976). 

Some  fftmily  approaches  can  be  used  to  help  woman  CRTvelop  stronger 
and  more  hel'pful  support  networks.    In  addition,  although  fhese 
women  are  defined  as  isolated,  many  of  them  live  in  families  of 
one  form  or  another — either  with  their  children  or  with  their 
parents — and  they  may  be  involved  with  their  extended  families. 

Drug  problems  for  many  women  begin  at  about  the  time  they  shorM 
be  leaving  home,  suggesting  that  leaving  home  is  difficult  for 
addicts  and  their  families  (Wellisch  et  al.  1970).    Thus,  the 
family  is  likely  to  be  important  in  the  treatment  of  a  female 
, addict — both  the  family  in  which  she  is  living  and  the  family  in 
which  she  grew  up.    Binion  (1980)  noted  that  women  who  are  in- 
volved with  drugs  often  ran  away  many  times  in  adolescence,  and  . 
many  quit  school  before  graduation.    Adolescence  has.  traditionally 
been  considered  a  time  when  young  people  begin  to  separate  from 
their  families  and  develop  identities  of  their  own  (e.g.,  Erikson 
1950;  Muuss  1962).    Younger  addicts  especially  are  involved  with 
their  parents  and  either  reside  with  them  or  see  them  frequently 
(Ellinwood  et  al.  1966;  Jtoise  1979;  Stanton  1979a;  Tucker  1980; 
Wallace  197G) . 

Many  family  therapists  see  this  level  of  involvement  as  being  more 
than  coincidental;  they  look  at  it  as  part  of  the  problem  that  is 
*' solved H  b>  chemical  dependency.    These  young  women  can  avoid  the 
issues  of  separation  and  the  pain  of  necessary  family  reorganiza- 
tion that  growing  up  entails  by  fighting  wifh  their  families  about 
drug  use.    Family  therapists  consider  drug  use  a  "pseudo  issue," 
not  because  it  is  unimportant  but  because  it  helps  the  drug  user 
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avoid  more  critical  issues— e.'g. ,  fighting  with  parents  about  who, 
they  are  and  who  «they  Want  to  be.    Such  a  "problem"  enables  family 
members  to  be  both  close  and  separate  af  the  same  time;*  the  fam-  " 
ily  remains  involved  because  "of  the  "problem,  **«  but  at  the  same 
time  they  feel  separate  because  everyone  <is  frustrated  and  angry.  „ 
Unfortunately,  when  clients  are  seen  alone  in  therapy,  they  are 
often  defined  as  the  problem  rather  than  as  the  problem-bearer 
for  a  family  having  difficulty  with  separation  and 
differentiation.  -t  o 

+  'It  ha*  been  noted  that  from  20  t<5  50  percent  of  women  who  .enter* 

drug  treatment  were  ssxually^abused  as  children  (Pearlman  1  ,0; 
Wasnick  et  al.  1980)  a  fact  that  is  further  evidence  of  the  in-  . 
tensity  of  the  parent-child  relationship  and  the  use  of  this  re- 
lationship to  avoid  coping  with  marital  problems.    In  addition  to  - 
t  the  loss  of  self-esteem  experienced  by  these  young  women,  other 

family  pro>fems  generally  exist  in  incest  situations.  Adoles- 
cence is  also  a  time  of Nemerging  sexuality.    When  sexual  bound- 
aries are  confcised — as  they  are  in  adolescence — and  broken — as 
they  are  in  ^incestuous  situations— 'to  place  the  problem  only 
within  the  personality  of  the  young  woman  or  other  family  members 
is  to  miss  the  critical  interpersonal  and  family  <ssues  involved. 

Beckman  et  al.   (1980)  noted  another  area  of  conflict  in  alcoholic 
women:    They  were  rated  hfgher  on  conscious  femininity  and  some- 
what lower  on  unconscious  femininity  than  were  nonalcoholic  women.  - 
This  finding  supports  other  literature  on  addiction  (e.g.) 
Balding^r  et  al.  1972;  Harsh  1978;  Mili      et  al.  1973;  Wilsnack 
1973)  that  suggests  that  addicted  wo&*n  i  ave  more  traditional 
concepts  of  appropriate  feminine  behavior.    As  a  result,  asser- 
tiveness,  independence,  competition,  and  taking  active  control  of 
life  would  tend  to  create  conflict  for  these  women.    Their  at- 
tempts to  conform  to  traditional  expectations  would  most  likely 
.be  approved  by  their  families  and  physicians;  methods  (e.g., 
drugs)  that  would  support  these  attempts  would  be  encouraged  until 
the  methods  themselves  become  problems. 
•  *  i 

Also,  as  noted  throughout  this  book,  addicted  women  are  responded 
to.  more  negatively  by  others  than  groups  of  drug  dependent  men  or 
nonaddicted  women  (Beckman  1975;  Colten  1980).    Family  therapists  *" 
consider  that  self-esteem  is  a  product  of  interpersonal  transac- 
tions between  people  and  within  contexts,  and  is  hot  an  entity^ 
unto  itself.    Reed  and  Muise  (1980)  suggested  that  treatment  is- 
sues should  deal  with  positives  and  increase  competencies;  a  way 
to  achieve  this  end  is  to  increase  competencies. within  a  context 
of  reality— that  is,  tie  environment  in  which  the  individual  must 
function.     "I  feel  better  about  myself  if  I  can  be  more  competent 
with  my  children  in  front  of  my  parents.    If  my  being  incompetent 
and  feeling  about  myself  helps  me  not  separate  from  my  mother  (and 
my  mother  not  separate  from  me),  I  need  to  feel  competent  and 
better  about  myself  in  her  presence."    We  have  to  learn  to  use 
the  context  of  the  family  so  that  we  don't  blame  the  family  for 
"sabotaging"  the  treatment. 
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Chemically  dependent  women  are  more  likely  than  chemically  depend- 
ent men  to  be  involved  with  a  chemicaily  dependent  partner.  To 
expect  women,  especially  those  with  low  self-esteem  and  high  rates 
of  depression  and  anxiety,  to  make  changes  that  contradict  che 
lifestyle  of  the  man  with  whom  they  live  is  unrealistic  and  may 
guarantee  failure.    Although  a  few  studies  have  suggested  that 
male  spouses  may  be  less  able  than  female  spouses  to  shift  their 
perspective  to  the  family  unit  (National  institute  on  Drug  Abuse 
1980),  if  we  can  involve  the  men,  we  can  change  the  environment  in 
which  both  partners  live.    Even  if  a  woman's  partner  is  not  chem- 
ically dependent,  involving  a  mate  and  children  in  treatment  al- 
lows expansion  of  the  possibilities  for  increased  life  alterna- 
tives for  everyone.    Both  spouses  may  learn  how  to  handle  conflict 
in  more  productive  ways,  and  the  "ghosts"  from  both  their  families 
of  origin  may  be  exorcized.    A  modified  life  environment  also  de- 
creases the  likelihood  that  the  family  will  use  chemicals  as  a 
means' of  dealing  with  the  younger  children's  eventual  separation 
from  the  family. 

We  thus  suggest  that  to  change  the  ways  that  a  chemically  depend- 
ent woman  handles  her  life  and  her  problems  requires  a  change  both 
in  the  family's  way  of  relating  and  the  addict's  or  alcholic's 
place  in  the  family.    The  family  is  the  context  that  needs  to 
change  in  order  for  the  addiction  to  change.    Excluding  parents, 
siblings,  spouses,  or  children  from  the  process  of  treatment  will 
exacerbate  rather* than  solve  the  addict's  proolem. 

In  the  sections  that  follow,  we  will  describe  some  of  the  major 
approaches  to  family  therapy  and  ways  they, are  implemented.  Some 
attention  will  be  given  to  the  family  patterns  that  may  be  trans- 
mitted across  generations  that  a  particular  client  and  her  family 
may  be  recreating.  For  example,  many  chemically  dependent  women 
report  that  one  or  both  parents  were  or  are  alcoholic  or  have  had 
psychiatric  symptoms  (e.g.,  Moise  et  al.  1981). 

Family  therapists  do  not  necessarily  address  whether  the  genera- 
tional transmission  of  alcohol  or  chomical  abuse  is  hereditary  or 
learned.    They  hypothesize  that  the  behavior  can  be  altered  by 
changing  the  family's  "automatic"  responses  to  life  sit  ations. 
Some  women  will  benefit  from  approaches  that  will  help  them  and 
their  families  to  separate  so  that  adult  roles  may  be  assumed. 
Other  women  can  be  helped  to  develop  more  flexible  and  less  de- 
structive family  patterns. 

One  caution  is  important  before  we  begin.    Although  family  cherapy 
has  the  potential  for  addressing  needs  and  issues  that  are  impor- 
tant to  chemically  dependent  women  and  their  families,  it  cannot 
counteract  the  effects  of  a  setting  that  is  insensitive  to  the 
needs  of  women  or  compensate  for  a  lack  of  gender  sensitivity  in 
a  therapist.    Hare-Mustin  (1978)  has  described  how  family  therapy 
approaches  can  reinforce  stereotypes  and  incapacitating  roles. 
The  family  therapist  must  be  equally  committed  to  each  person  in 
the  family  and  guard  against  using  different  language  and  stand- 
ards for  evaluating  male  and  female  behaviors. 
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Divisions  of  labor  within  the  family,  how  and  by  whom  decisions 
are  made,  and, differences  in  expectations  about  masculine  and 
feminine  behaviors  all  need  to  be  included  in  a  family  assessment 
Therapists  must  also  attend  to  the  behaviors  they  role  model  dur- 
ing'the  therapy  and  the  sometimes  profound  differences  that  exist 
in  male  and  female  communication  styles.    Some  feminist  and  family 
therapists  have  urged  that  the  therapist  consider  challenging  the 
family's  assumptions  about  gender  roles  as  part- of*  the  interven- 
tion process  (Babcock  and  Connor  1981;  Corrigan  1980j  Gurman  and 
Klein  1980*  Hare-Mustin  1978) .    Although  we  do  not  agree  that  a 
therapist  should  take  responsibility  for  celling  people  how  to 
live,  we  do  feel  that  family  therapists  must  carefully  examine 
their  own  potential  biases  about  gender,  many  of  which  will  be 
subtle  or  even  unconscious.    Sometimes  the  therapist's  attitudes, 
regarding  gender  roles,  whether  biased  or  not,  are  communicated 
to  the  family,  even  when  the  therapist  is  not  intending  to  tell 
the  family  how  to  live.    The  therapist  should  also  be  prepared  to 
help  families  examine  the  gender-related  patterns  and  biases  in 
their  interactions. 


OVERWEW  Of  FAIRLY  SYSTEMS  THMXMG 


THE  FAMILY  AS  A  SYSTEM 

Therapeutic  approaches  described  in  this  chapter  consider  the 
family  to  be  the  unit  of  treatment.    They  differ  in  the  selection 
of-  the  family  members>  they  work  with  and  in  the  style  and  tech- 
niques of  the  therapist.    All  approaches  assume  that  the  family 
operates  as  a  system  of  interrelated  parts,  a  dynamic  process  or- 
ganism, rather  than  as  a  static  entity.    The  family  is  perceived 
to  change  as  a  result  of  the  balance  between  internal  and  external 
forces.    According  to  a  systems  perspective,  interactions  between 
family  members  form  a  continuous  stream,  and  any  particular  be- 
havior sequence  is  only  a  frame  in  an  ongoing  "movie. "    If  we  were 
operating  the  movie  projectpr,  we  might  see  a  mother  slap  a  child 
across  the  face  and  take  a  Valium.    To  this  we  might  say,  "child 
abuse  and  chemical  dependency."    But  moving  the^film  backward,  we 
may  see  that  the*  child  just  kicked  the  mother /and  before  that 
the  father  screamed  at  her.    Was  the  mother'^  hitting  the  child 
Succeeded  by  the  father's  continued  yelling  and  th2  child's  kick- 
ing?  Did  the  mother  feel  guilty  and  take  a  pill?    The  frame  on 
which  the  therapist  stops  the  camera  influences  what  she  tninks 
is  going  on  in  that  system. 

Systems  thinking  requires  that  therapists  expand  the  lens  through 
which  they  lco*  at  problems.    A  family  therapist  would  examine 
the  way  the  family  is  organized  around  the  symptom  (drug  use) 
rather  than  focus  only  on  the  symptomatic  member.    Failure  to  take 
this  approach  can  make  the  problem- harder  to  solve.    For  example, 
Haley  (1976)  commented  that  in  the  process  of  labeling  a  child  a 
delinquent  or  an  adult  an  alcoholic  or  drug  addict,  one  partici- 
pates in  creating  a  "problem"  that  makes  change  more  difficult. 
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A  therapist  who  describes  a  family  problem  by  characterizing  it 
in  individual  terms,  e.g.,  an  addicted  woman  with  a  character 
disorder,  is  creating  a  new  problem  instead  of  identifying  the 
one  that  exists.    The  la£eli»*g  process  crystallizes  and  makes 
human  dilemmas  more  chronic  by  creating  statis  entities  rather 
than  interactive  processes. 

A  systems  perspective  asserts  that  family  members  interact  with 
each  other  so  that  their  mutual  behaviors  modify*  and  control  each 
other.    When  these  behaviors  are  repeated  ove*  and  over  again, 
they  become  part  of  the  family's  system  or  interaction  pattern. 
In  one  such  cycle,  the  interplay  between  an  abusing  parent  and  an 
abused  child  includes  the  following  dyadic  patterns:     (1)  marital 
tension  and  threat  of  open  marital  conflict  surfaces;  (2)  the 
father  leaves  or  withdraws;  (3)  feeling  abandoned,  the  mother 
drinks;  (4)  seeing  parental  withdrawal,  child  A  soils  pants  or 
spills  milk;   (5)  child  B  (well  sibling)  pointr  accusatory  finger 
at  child  A,_bringing  child  A's  transgression  to  the  mother's  at- 
tention; (6)  drunken  mother  endorses  child  B  as  praiseworthy, 
turning  her  out-of-control  wrath  and  frustration  (due  to  anger  at 
father)  on  child  A;  (7)  cjiild  a  protests  and  the  mother  abuses 
child  A;  (8)  child  C  (rescuer) ,  seeking  to  protect  child  A,  calls 
:.n  father;  (9)  father  rides  in  as  hero  after  the  fact  of  the 
abuse,  chastizes  mother  as  another  "child  out  of  control,"  nur- 
tures mother  and  children  and  makes  p<*acer  thereby  equilibria.ting 
the  situation  until  it  is  exacerbated  again  by  mother-father  con- 
flicts (Vazquez  et  al.  1979). 

This  is  a  redundant  cycle  that  is  replayed  often  with  more  or 
fewer  steps  each  time.    It  points  out  the  basic  systemic  issue: 
Each  member  of  -he  family  participates  in  the  chiJd  abuse  in  his 
or  her  own  way.    Conceptualizing  the  problem  in  thxs  way  allows 
many  ways  to  change  it. 


FUNCTION  OF  DRUG  DEPENDENCY 


Family  therapists  with  an  interest  in  chemical  dependency  have 
applied  systemic  thinking  in  considering  the  function  of  chemical 
dependency  in  the  family,    with  particular  reference  to  alcohol- 
ism, Steinglass  and  colleayues  (steinglass  1976;  Steinglass  et  al. 
1971,  1977)  noted  that  drinking  can  be  thought  to  operate  in  fam- 
ilies as  a  sign  of  stress  and  as  a  method  of  system  maintenance. 
They  assume  that  if  a  family  could  remain  intact  in  the  face  of 
the  severe  disruptions  caused  by  excessive  drinking,  by  defini- 
tion the  family  system  m  st  have  become  dependent  on  the  drinking 
behavior.    In  their  research,  couples' were  conjointly  hospitalized 
and  provided  free  excess  to  alcohol.    The  couples'  behavior  varied 
between  two  interactional  states:    one  in  which  the  alcoholic  was 
intoxicated  (called  wet)  ,  and  one  in  which  the  alcoholic  was  sober 
(called  dry) .    The  wet  cycle,  contrary  to  common  sense,  was  less 
chaotic  and  less  random,  and  therefore  more  predictable,  than  the 
dry  cycle.    That  is,  the  researcher  could  more  readily  predict 
the  behavior  of  both  members  of  the  couple  when  alcohol  was 
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involved-.^  Steing lass  arid  his  colleagues  hypothesized,  therefoxe, 
that  the  drinking  was  a  means  for  the  family  to  solve  some  of 
their  problems,  which  if  unresolved  could  create  a  level  of  fam- 
ily instability  and  uncertainty  that  would  threaten  the  continued 
security  of  the  family. 

Carter  (1977) ,  in  her  work  with  a  family  in  which  alcoholism 
jspanned__thre,e jgten era t ions ,  s uppor t s  this  concept*    She  hypoth e - 
sized  that  because  the  alcohol  seemed  to  serve  some  essential 
functions  for  the  family  as  a  whole,  it  would  be  impossible  to 
simply  stamp  out  drinking  unless  seme  modifications  of  the  drunken 
behavior  could  be  included  in  the  family's  interactions  without 
anyone  having  to  drink  to  '/make"  the  needed  behaviors  happen.  One 
function  of  alcohol  in  this  family  was  to  provide  a  "good  time." 
All  fun  and  recreation  were  associated  with  drinking,  and  when- 
ever the  mother  was  not  drinking  "she  was  grim,  depressed  and 
sullen."    The  husband,  though  generally  affaole  and  meek  (when 
sober) ,  became  "belligerent  and  angry  when  drunk  but  later  dis- 
claimed total  responsibility  for  his  actions,  blaming  it  instead 
on  'drinking! ,H    Carter  concludes  that  "simply  stamping  out  drink- 
ing in  this  framework  would  be  also  stamping  out  good  times,  af- 
fection, sex  and  anger"  (p.  56) . 

In  a  similar  vein,  Wolper  et  al.  (1981)  contrasted  tape  recordings 
of  an  alcoholic  family  when  wet  (alco'hol  used)  and  when  dry  (no 
alcohol)  and  noted  that  the  same  family  showed  remarkably  differ- 
ent styles  of  interaction  in  the  two  states.'  When  the  father  wr.s 
dry,  the  family  appeared  blank,  af f ectionless,  and  isolated;  but 
when  the  father  was  wet,  all  family  members  engaged  in  more  inti- 
mate actions;  they  touched,  laughed,  and  connected  very  much 
around  father.    In  this  family,  the  father  had  six  unsuccessful 
attempts  at  detoxification  and  treatment;  review  of  the  tapes 
demonstrated  why.    Removal  of  alcohol  would  eliminate  much  of  the 
life  force  and  energy  of  the  family.    This  loss  had  to  be  avoided, 
regardless  of  the  cost  and  sacrifice  made  by  individual  family 
members.    Wolper  refers  to  the  cyclic  nature  of  these  behaviors 
as  the  "dance  of  avoidance,"  because  the  family  appears  to  be 
repetitively  following  a  well-choreographed  dance". 

As  a  final  example r  Stanton  (197?)  noted  that  male  heroin  addicts 
often  express  loyalty  obligations  to  their  families  through  the 
use  of  heroin.    TypicaULy,  as  the  addict  begins  to  pull  himself 
togethei  and  give  up  drugs,  his  parents  begin  to  verbalize  dis- 
content with  their  marriage,  which  precipitates  a  relapse  by  the 
addict.    The  parents  are  then  once  again  united  in  their  concern, 
anger,  and  frustration  at  the  addict*    Stanton  labeled  this 
"pseudo-individuation"  and  noted  that  the  loyalty  of  the  addictl 
is  comparable^ to  the  role  of  family  savior  and  religious  martyr. 
"He  [the  addict]  is  suicidal  in  the  sense  that  a  martyr  is  suici- 
dal.   As  'ChrisKdied  for  our  sins,1  he  wears  the  mantle  of  both 
saviour  and  martyr,  who  it  is  hoped  will  take  the  family's  worst 
with  him  when  he  leaves.    If  he  dies  when  his  death  is  a  noble 
one"   (Stanton  1977,  p.  196).    Also,  i':  the  addict  dies,  the  func- 
tion of  his  symptom  remains  permanent --the  parents  can  stay 
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together  in  mourning  for  their  poor  afflicted  (and  dead)  son  and 
never  have  to  deal  with  the  frightening  issues  of  their  own 
conflicts. 

In  brief ,  when  family  therapists  look  at  chemical  dependency  they 
think  of  the  chemical  use  as  a  symptom  that  serves  a  function  in 
the  family,  particularly  that  of  maintaining  the  family's  status 
quo.    They  do  not  deny  that  chemical  abuse  is  a  particularly 
lethal  symptom  (for  the  individual)  but  stress  its  systemic  func- 
tion.   This  understanding  enables  them  to  work  with  the  individual 
or  family  on  replacing  the  symptom  with  more  functional  behaviors 
while  respecting  the  needs  that  .the  chemicals  serve.    Thu-,  a 
family  orientation  would  assist  a  chemically  dependent  woman  to 
take  responsibility  for  herself  rather  than  ^e  controlled  by  de- 
structive family  patterns.    It  pi  ^  help*  the  family  find  more 
adaptive  and  less  painful  ways  cf  #  addressing  family  issues.  Al- 
though most  of  the  above  examples  focus  on  men,  the  systemic 
functions  are  not  likely  to  be  much  different  for  women. 

As  we  scan  the  various  theories,  we  wall  note  their  differences. 
There  are,-  however,  some  common  issues  that  all  therapists  agree 
are  important;  these  include  (1)  family  composition,   (2)  family 
life  cycles,  and  (3)  famiiy  functions. 

FAMILY  COMPOSITION 

Who  are  the  members  of  a  family?    Although  the  answer  may  seeing 
obvious,  it  is  actually  sublet  to  a  range  of  definitions.  The 
narrowest  definition  includes  two  married  people  and  their  chil- 
dren living  together' under  the  same  roof v    other  definitions  in- 
clude grandparents,  uncles,  aunts,  and  stepparents  if  they  live 
in  the  same  household,    other  definitions "state  that  people  don't 
have  to  live  together  to  be  considered  a  family  but  do  have  to  be 
related  by  blood  or  marriage.     StiU  other  definitions  include 
unmarried  individuals  who  cohabit  (e.g.,  gay  couples,  unmarried  ' 
heterosexual  coupfes,  single-parent  families,  close  friends) .  ' 

For  our  purposes,  we  will  divide  families  into  two  categories-- 
the  nuclear  family  and  the  extended  family.    The  nuclear  family* 
consists  of  persons  sharing  a  household  (with  or  without  marital 
ties)  and  typically  consists  of  two  generations^  (parents  and  chil- 
dren) but^  possibly  one  of  three  generations  (a  completely  adult 
household  or  one  that  includes  grandparents) .    An  extended  family, 
however,  is  simply  all  relatives  by  blood  or  marriage. 

    _         _  *        **j>  * 

Some  family  therapy^ approaches  attend  to"  the  nuclear  family  ~  whiie * 
others  specialize  in  the  extended  family,    it  is  important  to  keep 
this  distinction  in  mind  when  reviewing  the  various  approaches. 
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DEVELOPMENTAL  LIFE  CYCLE 

Families,  as  do  individuals,  go  through  various  predictable  stages 
of  growth,  which  we  call  the  family  life  cycle^    The  firrt  stage 
of  family  life  is  two  adults  living  together,  whereas  the  last 
stage  could  be  the  same  two  individuals  living  alone  after  their 
children  have  left  home.    Some  theorists  consider  the  first  stage 
to  be  the  tinattached  adult.  ,  It  »  ould  also  be  said  that  the  last' 
stjige  is^wJien  one  adult  lives,  alone_after  the  other  has  died. 
~Other  examj(^o"9f  rife  ciycle.  stages  include  (1)  "the  first  child 
being  born,  (2)  the  first  child  starting  school,  (3)  children  in 
adolescence  beginning^  separate .from^the  family,  and  (4)  the 
last  child  leaving  home.  "        :  > 

As  these  examples  suggest,^ each  Ltage  requires  either  a  structural 
oa^  membership  change  (as  when  a'  child  is* born)  ,  the  accomplishment 
of  ^various  tasks  (caring  for  the  child) ,  and  a  change  'in  the  rules 
that  govern,  how  members  of  the  family  are  to  relate  to  one  another 
(spouses  become  parents)^  .  If,  at  a-  transition  from  one  stage  to 
another,  the  family  rules  do  not  change,  then,  the  possibility  of 
problems  occurring  greatly  increases.    Some  family^  therapists  have 
gone"  so  far  as  to  say  that  "all  the  traditional  diagnostic  cate- 
gories are  seen  as  difficulties  in  the  progression  from  one  stage 
of  the  life  cycle  to  another"  (Madanes,  1981,  p.  20).    Of  particu- 
lar concern  here  is  the  period  whe'n  a  child  leaves  home  (see  Ha^Iey 
1980) .    Very  often  the  drug  addiction  of  a  -young  female  client  and 
the  alcohol  or  prescription  drug  dependency  of  an  older  female 
stems  from  the  inability  of  the  family  to  accomplish  the  transi- 
tion from  one  stage  to  another.    Table  l~describes  the  major  fam- 
ily life  stages,  the  tasks  associated  with  each  stage,  and  the 
change  in  rules  required  for  tne  i!amily  to  proceed  developmental ly. 

Understanding  the  stage  of  a  family's  life  cycle  development  can 
be  an  important  tool  in  helping  its  members  give  up  their  need  to 
Jiave  a  chemically  dependent  member. 


SPACE  (PHYSICAL  AND  EMOTIONAL) 

* 

The  relationships  of  family  members  to  each  other  in  space  follows 
from  an  understanding  of  their  developmental  stage.    As  the  family 
'develops  over  time,  different  degrees  of  emotional  and  physical4 
closeness  ar  necessary  and  appropriate.    The  family  can  be  com- 
pared to  an  accordion,  expanding  and  contracting  as  the  family 
song  is  being  played.    During  the  course  of  family  development, 
members  are  closely  related  to  one  another  in  some  periods  and 
less  so  in  others.    For  example/  the  family  with  a  newborn  baby 
may  exhibit  a  pattern  of  relatedness  characterized  by  touching, 
hugging,  and  sensitivity.    But  18  years  later  this  same  family 
may  not  relate  with  the  same  degree  of  physical  closeness  when 
their" child  Ts- leaving  home?  their  emotional  reactivity  and  sen- 
sitivity will  be  greatly  reduced.    As  shown  in  stage  4  of  table 
the  parents  at  this  stage  are  turning  their' energies  into  career 
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TABLE  l.—  The  stages 


%  Family  life  cycle  J* 
stage  , 

1.  Between "  families: 
the  unattached 

'      young  adult 

2.  '  The  joining  of 

families  through 
marriage:  the 
newly  married 
couple  4 

3f    The  family  with 
young  children 


.    The  family  with 
adolescents 


Task 


Accepting  parent- 
offsprinc  separation 


Commitment  to  new 
system 


Accepting  new 
members  into  the 
system 

Increasing  flexi- 
bility of  family 
boundaries  to 
include  children's 
independence 


ERIC 


of -the  family  life  cycle 


Rules 


Differentiation  of  self  in  relation  to  family  origi 
Development  of  intimate  peer  relationships 
Establishment  of  self  in  work 

Formation  of  marital  system 

Realignment  of  relationships  with  extended,  families 
and  friends  to  include  spouse 


Adjusting  marital  system  to  make  space  for  child (ren) 
Taking  on  parenting  roles 

Realinement  of  relationships  with  extended  family  to 
include  parenting  and  grandparenting  roles 

Shifting  of  parent-child  relationships  to  permit 

adolescent  to  move  in  and  out  of  system 
Refocus  on  .midlife  marital  and  career  issues 
c  Beginning  shift  toward  concerns  for  older  generation 
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TABLE  1.—  The  stages  of 


Family  life  cycle 
-  sta^e 


5»«   Launching  children 
and  moving  on 


Task 


Accepting  a  multitude 
of  ex.\ts  from  and 
entries  into  the 
family  system 


6.    The  family  in 
Jater  life 


Accepting  the  shift- 
ing of  generational' 
roles 


Source:    Adapted  from  Carter  and  McGoldrick  (1980) 


le  family  3ife  cycle- -Continued 


Rules 


Renegotiation  of  marital  system  as  a  dyad 
Development  of  adult-to-adult  relationships  between 

grown  children' and  their  parents 
Realignment  of  relationships  to  include  ip-laws  and 

grandchildren 
Dealing  with  disabilities  and  death  of  parents 

(grandparents) 

Maintaining  own  and/or  couple  functioning  and  - 

interests  in  face  of  physiological  decline,  * 
exploration  of  new  familial  and  social  role  options 

Support  for  a  more  central  role  for  middle  generation 

Making  room  in  the  system  for  the  wisdom  and  experi- 
ence of  the  elderly,  supporting  the  older  genera- 
tion without  overfunctioning  for  them 

Dealing  with  loss  of  spouse,  siblings,  and  other 
peers  and  preparation  for  own  death.    Life  review 
and  integration. 


and  other  personal  issues  while  the  child  is  turning  his/her 
energies  toward  adult  life.  ' 

In  addition  to  contracting  and  expanding  physical  and  emotional 

soT^me^'  fTly»ewbers  vary  this  spaoe  °n  a  basis. 

Some  families  have  breakfast  together  and  then  disperse  for  the 
rest  of  the  day.    some  members  might  come  into  contact  with  each 
other  during  the  day,  either  directly  or  by  phone,  yet  the  family 

and  enLaeaSSeltle  ^  At  this  ^  attenUons 

tion Tit  beCOmeKm°rU  ful1*  Reused.    Sometimes  the  transi- 

tions of  the  day  may  be  microcosms  of  large  life  cycle  transi- 
17;.   ^or  example    a  couple  might.get  into  a  "trivial"  arqument 

tZt  tl  ""^  h°me'  an  aCt  that  althou9"  ""Pleasant 

forces  them  to  engage  with  one  another.    After  the  issue  is  re- 
solved, they  may  feel  more  intimate.    Thus,  the  argument  -serves 
as  a  reconnecting  mechanic.    The  same  phenomenon  may  occur  in 
difficuTHl         Win9  uf°r  S6^ati°n  °r  separation  more 

r  „ !  rn-iith/cho01  phobia>-  just  as  a  fi**  °r  schod 

phobia  can  be  considered  a  way  of  handling  stress  due  to  separa- 
tion and  recormection,  chemical  dependency  can  also  be  a  way  that 
families  handle  these  issues,    chemicals  can  be  used -in  making 
home?.  10nS  °r         "  CyCle  transitions  <as  ^  leaving 

f 

Family  styles  of  closeness  ana  triteness  also  vary.  Different- 
families  share  space  in  different  ways.    Some  families  appear  to 
be  very  close,  both  in  shared  activities  and  in  degree  of  familv 
intimacy;  other  families  seem  to  require  more  distance.    All  fam- 
ilies have  to  provide  their  members  with  opportunities  for  auton- 
omy and  independence  as  well  as  necessary  nurturance  and  support. 
Each  fa  >ily  does  this  differently,  depending  on  its  style  of 
close-ess  and  separatene<-s.    Families  do  not  have  to  resolve  these 
issues  identically  to  be  "healthy,"  but  all  families  must  resolve 


FUNCTIONS  OF  THE  FAMILY 


As  noted,  the  primary  functions  of  the  family  are  to  orovide  its 
members  with  support  and  nurturance  and  to  prepare  them  for  even- 
tual separation  and  autonomy,    m  addition,  all  families  protect 
their  members  and  are  used  by  them  as  a  base  for  negotiating  with 

SL°ofS^    r      •  -T°  Perf0rm  thGSe  Various  Unctions,  the  first 
task  of  the  family  is  to  stay  together.    Without  the  family's 
continued  existence,  its  members  cannot  perform  their  required 


Family  therapists,  therefore,  look  at  the  family's  problems  as 
so  utions  to  the  primary  issue  of  staying  together,  both  physi- 
cally and  symbolically.    Family  members  will  go  t?  extreme  lengths 
to  maintain  the  family  as  it  is  and  to  keep  the  family  from  dis- 
solving.   Chemical  dependency  can  be  seen  as  one  way  in  which 
family  mombers  solve  this  primary  issue— staying  together 
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Although  we  know  that  substance  abuse,  for  no  other  reason  than 
its  continued  presence  and  resistance *to  change,  serves  .important 
family  functions,  each  family,  incorporates  and  integrates  chemical 
abuse  in  its  own  creative  ways.    Chemical  dependency  can  serve  to 
maintain  family  unity,  to  regulate  distance,  and  to  avoid  con- 
flict.   Various  patterns  are  possible,  and  therapists  must  explore 
and  understand  the -unique  way  each  family  uses  chemicals. 

~ HOW  FAMILY  THERAPY  THEORES  DIFFER  ' 

Family  therapists  do  not  approach  their  work  in  the  same  way. 
They  differ  in  their  theories  of  the  family  and  in  their  inter- 
vention strategies.    These  differences  are  due  in  part  to  the 
types  of  clientele  they  saw  early  in  their  careers  and  in  part  to' 
their  personal  styles.    Some  therapists  like"" to  get  actively  in- 
volved with  their  clients;  they  argue  with  them,  push  them,  and 
confront  them.    Other  therapists,  either  for  theoretical  reasons 
or  because  they  are  uncomfortable  with  such  closeness,  allow  their 
clients  to  proceed  at  their  own  ace. 

Each  approach,  to  some  extent,  also  dictates  what  the  therapist 
sees.    Family  therapists  look  at  families  in  different  ways,  and 
so  they  do  not  always  see  the  "same"  family.    There  are  pictures 
taken  by  travelers  which  show  people  as  small  specks  against  a 
large  mountain.    Other  tourists  choose  to  focus  on  the  family  and 
leave  out  most  of  the  mountain.    In  family  therapy,  some  thera- 
pists consider  the  nuclear  famiiy  (mother,  father,  and  children) 
as  small  specks  and  focus  on  the  preceding  generations,  while 
others  consider  ancestors  as  background  figures  and  concentrate 
on  the  nuclear  family. 

Both  pictures  are  valid,  depending  on  the  intent.  Therapists 
must  select  the  view  that  will  be  most  useful  in  their  particular 
setting;  witfi  their  particular  clients,  given  their  own  personal 
styles . 

Each  therapist,  however,  must  work  with  his  or  her  beliefs  and 
approaches.    By  becoming  conversant  and  comfortable  with  one  ap- 
proach, a  therapist  will  be  able  to  obtain  more  information. 
Other  approaches  can  eventually  be  incorporated  as  more  experience 
is  gained. 


PERSONS  THE  THERAPIST  SEES 

The  therapeutic  approach  chosen  dictates  which  family  members  will 
be  invited  to  participate  in  therapy.    One  extreme  is  exemplified 
by  the  Bowen  (1978)  approach,  which  primarily  works  wi*h  the  one 
family  member  who  is  most  interested  and  willing  to  wo;,k  on  chang- 
ing his  or  .her  relationship  with  the  family  of  origin.    The  ther- 
apeutic system  consists  of  that  one  person  (who  may  or  may  not  be 
the  identified  patient)  and  the  therapist.    At  the  other  extreme 
are  the  network  intervenors,  notably  Speck  and  Attneave  (1973), 
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who  encourage  the  family  to  bring  to  the  therapy  session  as  many 
of  their  friends,  neighbors,  extended  family  members ,, family  doc- 
tors, lawyers,  and  so  on  as  possible.    There  maybe  50  to  75  peo- 
ple in  a  room  with  teams  of  three  or  four  therapists.  .Obviously 
the  two  types  of  therapy  sessions  would  look  very  different,  even 
if  the  presenting  problem  was  identical. 


THERAPIST-CLIENT  RELATIONSHIP 

f 

Some  approaches  (Minuqhin  1974)  encourage  the  therapist  to  act  as 
a  family  "insider"  and  become  a  special  and  highly  respected  mem- 
ber.   The  Bowen  (1978)  approach  strongly  advocates  that  the,' ther- 
apist remain  an  "outsider'1  and  not  become  too  important;  to  the 
family.    When  following  the  Bowen  tradition,  the  therapist  may 
function  more  as  a  McoachM  than  as  a  team  member.    The  degree  to 
which  the  therapist  enjoys  intimacy  and  can  tolerate  conflicv  and 
tension  will  help  dictate  the  most  compatible  approach.  ' 


THERAPEUTIC  FLEXIBILITY  ' 

I 

When  some  family  therapists  talk  about  "being  organized,^  or  "be- 
coming trapped  in  the  family  system,"  they  mean  they  are /acting 
in  ways  they  do  not  want  but  seem  to  have  lost  their  choice  or 
flexibility  in  the  matter.    They  have  become  "caught"  in /the  fam- 
ily's characteristic  patterns.    When  the  use  of  chemicals  masks 
other  more  frightening  problems  (e.g.,  potential  family  dissolu- 
tion) ,  the  family  will  probably  resist  the  therapist's  challenge 
of  their  version  of  realityi    The  family  may  claim  they j want  the  , 
use  of  chemicals  to  stop,  but  yet  they  will  act  in  ways,  that  per- 
petuate its, use.    The  therapist's  task  is  to  maintain  his  or  her 
ability  to  challenge  the  family  and  to  resist  getting  stuck  in 
the  family's  perception  of  reality.    Each  approach  has /to  develop 
ways  to  protect  the  therapist  from  being  "organized"  by  the  fam- 
ily.    Remaining  an  outsider  is  one  way;  using  a  cotherapist  is 
another.  ' 


ASSESSMENT  TOOLS 

-  I 

What  information  do  therapists  gather  and  what  techniques  do  they 
use  to  gather  it?    A  Bowenian  therapist  would  question  a  patient 
about  the  prior  use  of  chemicals  in  the  individual •sj family  of 
origin,  about  the  closeness  between  the  individual  and  his  or  her 
extended  family,  and  about  family  history.    The  process  of  assess- 
ment is  primarily  that  of  dialog  between  the  individual  and  the 
therapist,  with  the  latter  controlling  the  flow  of  information. 
A  structuralist,  however,  would  attempt  to  determine  how  the  fam- 
ily is  organized  around  the  symptom  by  creating  crises  (known  as 
enactauents)  in  the  ongoing  therapeutic  process.    The  therapist 
learns  how  things  happen  by  observing  the  family  in  action  and 
noting  the  degree  of  resistance  to  interventions  aimed  at  change. 
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THERAPEUTIC  GOALS 


Therapies  also  yary  in  their  stated  goals,  from  those\  that  con- 
centrate primarily  on  removing  the  presenting  pro^em  to  those 

frUf  onJchan^in9'  the  nature  of  the  relationship<.between  the 
individual  and  the  extended  family.  The  amount  of  time  available 
and  other  issues  will  dictate  a  therapist' a  choice  of  treatment. 

m  Duration  of  treatment  * 

Each  approach  handles  length  of  treatment  differently,  -Again 
individual  circumstances  will  affect  the  therapist's  decision' 
The  following  sections  provide  more  details  about  the  five  family 
approaches  listed  earlier.    They  highlight  basic  principles  and  ' 
techniques  and  suggesting,  application  with  chemically  dependent 
women  and  their  families. 


MULTIGENERATIONAL  MODELS 

Multigenerational  refers  to  several  therapeutic  approaches  that 
explore  the  family  over  t„  .e--through  three  and  possibly  four 
generations.    These  approaches  place  greater  emphasis  on  histor- 
ical patterns  within  the  family  than  do  the  other  models  we  will 
explore.    Within  the  multigenerational  categc-y  are  two  major  . 
schools  of  family  tnerapy:    Bowen  therapy  and  intensive  family 
therapy .  .  2 

Following  our  earlier  analogy  that  each  family  therapy  method  uses 
different  lenses  and  camera  angles  when  working  with  families,  the 
multigenerational  approach  tends  to  use  a  wide-angle  lens  and  look 
down  at  the  family  from  above.    Problems  that  brought  the  family 
to  therapy  are  seen  as  being  larger  than^the  family  can  comprehend 
and  encompassing  more  factors  than  they' can -control .  Therefore 
the  multigenerational  therapist  might  encourage  family  members  by 
saying  that  "continuing  to  blame  each  other  will  be  fruitless,  so 
we  might  as  weil  work  together  to f change  the  situation." 

BOWEN  THEORY 

As  noted  earlier,  Bowen  theory  is  characterized  by  maximal  dis- 
tance and  individuation  of  the  therapist  from  the  family.  Bowen 
beHeves  that  families  function  as  single  organisms,  with  the 
identified  patient  being  that  part  of  the  organism  in  which  symp- 
toms are  expressed.    "Symptoms  are  part  of  a  process  that  spans  at 
least  three  or  four  generations,  and  families  of  origin  on  both 
sides  contribute  to  the  symptoms.    Theories  and  techniques  aid 
the  therapist  in  understanding  how  the  family  process  operates 
and  provide  tools  to  help  family  members  change  those  processes 
Although  many  of  Bowen «s  techniques  and  theories  are  useful,  ther- 
apists who  deal  with-gender  issues  in  'family  therapy  have  expressed 
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concern  that  Bowen  implicitly  values  intellectual  (more  masculine) 
procesies  more  than  emotional  (more  feminine)  processes  within  the 
family  (e.g.,  Gurman  and  Klein  1960;  Hare-Mustin  1978).  This  im- 
plicit bias  can  have  the  effect  of  discounting  women's  styles  and 
placing  female  family  members  (or  nontraditional  males)  at  a  dis- 
advantage during  therapy  sessions.  Therapists  should  be  aware*  of 
this  potential  bias  and  adapt  Bowen1 s  principles .accordingly.  . 

Assessment  Principles.    The  genogram  is  one  of  the  most  widely 
used  assessment" tools  in  family  therapy,  and  its  development  is 
credited  to  Bowen  and  his  colleagues.    The  genogram  is  similar  to 
a  family  tree,  but  the,  collected  information  is  specific  to  the 
therapy  process.    The  genogram  is  generally  collected  *  in  a  2-hour 
"interview,  with  questions  alternately  asked  of  each  parent  in  a 
matter-of-fact* style.  \ 

The  style  of  interviewing  is  critical  for  .wo  reasons:     (1)  to 
calm  those  who  have  entered  therapy  in  crisis  so  that  a  reading 
on  issues  and  processes  is  more  readily  obtained,  and  (2)  to'  pro- 
tect the  therapist  from  becoming  caught  in  the  emotional  upheaval 
that  is  characteristic  of  families  in  crisis.    If  this  approach 
is  followed t  the  therapist  is  not  organized  by  the  family,  and 
the  family  experiences, an  alternative  model  for  operating  during 
periods  of  high  intensity.    The  genogram  is  constructed  by  using 
symbols  shown  in  i^gure.l.  t  ' 

The  symbols  are  put  together  in  the  form  of  a  family  tree,  showing 
the  relationships  and  positions  of  each  family  member.  Factual 
information,  such  as  dates  of  marriages,  deaths,  divorces,  and 
births  are  also  recorded.    Figure  2  is  a  sample  genogram  of  the 
Landau  family  described  earlier. 

Critical  areas  of  family  life  that  are  examined  using  the  genogram 
include  the  following: 

•  Geographic  location, 

•  Frequency  and  type  o,f  contact  among  family  members, 

•  Emotional  cutoffs, 

•  Toxic  issues,  and 

•  Triangles. 

Responses  to  questions  about  geographic  location  illuminate  how 
a  family  uses  space  to  solve  relationship  issues.    One  classic 
example  would  be  a  daughter  whose  mother  was  overly  involved  with 
her  during  childhood;  the  daughter  handles  this  intense  relation- 
ship by  moving  3,000  miles  from  home.    She'  later  enters  marital 
therapy  because  she  has  difficulty  staying  emotionally  connected 
with  her  husband.    Alternatively,  she  may  enter  therapy  with  a 
problem  similar  to  that  of  Mary  Landau,  the  increasing  use  of  al- 
cohol or  prescription  drugs."    The  therapist  In  this  tradition 
would  recognize  these  actions  as  part  of  uie  pattern  this  family 
uses  to  avoid  tl;e  emotional  intensity  of  conflict  and  intimacy.  . 
We  note  that  distancing  from  emotional  intensity  is  a  central 
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FIGU?E  1.    Genograra  symbols 

*  * 

theme  in  the  family  and  that  physical  breaks  and  chemical  depend- 
ency may  be  used  to  achieve-  that  distance* 

Frequency  and  types  of  contact  among  family  members  are  also  im- 
portant to  assess,    who  in. the  family  calls,  visits?  or  writes 
one  another  and  how  frequently  .they  do  this  is  important  to  under- 
stand.   For  example,"  if  one  individual  serves  as^the.*  <nmunication 
switchboard  for  the  family,  his"or  her  death  or  -incapacitation  car. 
result  in  a  lack  jof  connection  between  other  members  of  the  fam- 
ily, who  do  not  'know  fc^w  to  contact  each  other  without  the  media- 
tion of  the  "switchboard. H    The  therapict  a^so. determines  if  con- 
tacts are  spontaneous  or  ritualized/  rigid  or  flexible. 

As  noted  earlier  r  for  persons  who  began  having  difficulties  with 
chemicals  during  adolescence,  separation  is  often  an  important 
issue  in  their  families.    Bowenian  therapists  would  note  the  fre- 
quent combination  of  intense  involvement  of  the  chemically  depend- 
ent individual  with  his  or  her  family  of  origin  and  equally  intense 
anger  toward  the  family.    The  therapist  then  wouldl  pay  more  at- 
tention to  how  distance  is  reguJated  within  the  family. 

%Toxic  issues,  often  universal  ones  such  as  money/  sex,  childr eas- 
ing, and  religion,  are  generally  discovered  when  collecting  other 
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FIGURE!  2.    Sample  genogram 


information.    During  interviewing,  the  therapist  Days  careful 
attention  to  tracing  the  patterns  of  chemical  dependency  care- 
taking  functions,  ability  of  members  to  leave  home,  violence  be- 

health0^:^  f         f^Uy  °f  °ri9in'  invol^ment  with  mental 
health  institutions,  and  proscriptions  for  male-female  behavior. 

Chemical  dependency  within  the  family  is  an  event  or  process  of 

!^J^al^P°rtanCe  th3t  mU°h  °f  family  life  ^cooks  organized 
around  it.    The  meaning  that  chemical  substances  acquire  is  dif- 
ferent for  each  family,  and  although  the  therapist  has  general 
guidelines    he  or  she  must  determirte  what  drug  use  means  in  that 
family.    The  therapist  must  also  look  for  behaviors  that  are 
linked  to  or  complementary  with  the  drug  or  alcohol  dependency. 
Identifying  these  patterns  can  help  illuminate  the  way  chemical 
dependency  functions  in  the  particular  family  system. 

For  example    the  Landau  family  demonstr^ces  several  complementary 
characteristics,    sexuality  was  a  taboo  subject,  but  sex  role 
proscriptions  were  powerful,    women  were  regarded  as  either  care- 
takers (nurturers)  or  as  fallen  wom^n,  whereas  men  were  ^een  as 
hlfr  ZTCT V*-****^  "real"  ^n  or  as  irresponsible 

^\  ?VT*  ^6  **"  "drank  2  l0t'"  °"ly  the  ""sponsible  ooys 
were  labeled  a,  alcoholics.    The  women  provided  caretakina  func- 
tions and  gave  nurturance  to  all  the  males,  but  especially  to  the 

boys    who  could  not  manage  to  leave  home,-  these  "boys"  functioned 

andPclrS10n^  faUUreS         W6re  tht  re"P^"ts  of  much"  attention 
and  concern.    Women  who  deviated  from  their  roles  as  caretakers 
generally  resorted  to  the  use  of  substances;  thus,  .hey  became 
rallen  wosaen.  * 

This  contrast  between  caretaker  and  wayward  women  is  evident  in 
the  results  of  research  about  both  alcoholic  and  heroin-aadicted 
women  (Colteh  1980;  Wilsnack  1973).    in  th*ir  struggle  to  behave 
in  rigidly  proscribed  roles,  women  who  could  not  fit  intc  the 
stereotyped  "feminine  ideal"  seem  to  have  chosen  another  rigid 
role  ( 'bad,  chemically  dependent  woman")  to  break  out  of  the 
first . 

Dowen  stresses  the  importance  of  the  triangle  as  the  basic  build-' 
ing  block  of  the  emotional  system.    He  asserts  that  when  emotional 
intensity  between  any  two  individuals  gets  too  great -for  either 
one  or  for  both,  they  will  summon  a  third  party  to  diffus-  the 
anxiety,    In  families,  this  thud  party  is  not  necessarily  human 
ana  may  be  the  use  of  chemicals  (Fogarty  1979) . 

Family  triangles  can  be  seen  in  all  parts  of  the  family  svstem 
and  should  be  tracked  as  they  change  over  time.    As  families  move 
from  one  developmental  stage  to  another,  new  attachments  are  made 
and  old  ones  are  modified.    Families  often  have  difficulty  in 
handling  this  process,  and  problematic  triangles  occur      For  ex- 
ample, as  a  young  adult  prepares  to  lesve  home,  either  to  marry 
or  begin  an  independent  life,  her  primary  attachment  begins  to 
shift  from  her  parents  to  her  outside  world  (with  or  withou-  a 
spouse).    The  parents  ideally  turn  to- each      ..er.  to  work,  or  to 
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some  other  activity  to  fill  the  gap  left  as  the  child  leaves  home. 
If,  however,  the  parents*  relationship  had  been  mediated  by  the 
child,  the  gap  between  them  can  become  a  void  that  they  try  to 
fill  by  "holding  onto  their  child."    One  way  of  handling  this 
problem  is  for  the  young  person  to  become  involved  with  chemicals, 
thus  enabling  the  parents  to  maintain  their  involvement  in  her 
life  and  to  prevent  her  frotr  actually  beginning  a  life"  of  her 
own.    As  mentioned  earlier,  thi.s  typj  of  problem  serves  the  func- 
tion of  separation  without  separation  because  the  child  and  the 
familV  believe  that  they  have  changed  relationships  when  in  fact 
sit^T  are  still  intensely  involved. 

If  the  young  person  gets  married,  one  or  both  of  the  parents  may 
attempt  to  intervene  in  her  relationship  with  her  spouse,  thereby 
transforming  the  mother-f ather-child  triangle  into  a  parent-child- 
spouse  triangle  (see  figur£  3a) . 

Triangles  take  a  variety  of  'orms.    One  family  may  attack  or  den- 
igrate a^prospective  spouse  in  order  to  avoid  the  shifting  in  re- 
lationships, while  the  family  of  the  other  spouse  may  invite  the 
new  co.uple  to  become  active  members  of  their  system,  thereby  cre- 
^  atmg  other  triangular  relationships  (see  figure  3b)  .    The  tri- 
angulate j  process  can  get  quite  complicated.    The  new  couple  is 
caught  in  a  series  of  interlocking  triangles.    As  they  move  in 
ine  direction,  toward  the  husband's  familv,  stress  becomes  trans- 
mitted to  other  parts  of  the  system,,  which  may  lead  to  behaviors 
by  either  set  of  parents  aimed  at  reestablishing  previous,  more 
stable  situations.    They  could  then  become  involved  in  battling 
"each  other  over  their  respective  families.    Alternatively,  the 
spouses  can  unite  with  one  set  of  parents  against  the  other  set, 
thereby  creating  a  new  triangle  (see  'figure  3c) .    A  potential 
danger  of  tKis  solution  is  the  possible  cutoff  of  one  0t  ^.use,  for 
instance  the  wife,  from  her  parents.    This  cutoff  makes  it  more 
difficult  for  conflict  to  be  expressed  in  the  n^w  marriage.  As 
the  wife's  dependence  on  her  husband  and  hio  parents  becomes 
greater,  her  ability  to  individuate  herself  is  reduced.    As  con- 
flict goes  underground,  potential  marital  t    ,hlems  may  erupt,  one 
of  which  might  be  the  eventual  use  of  chemicals  (particularly  if 
chemical  abuse  is  an  issue  in  anv  of  the  families  of  origin) . 
Another  potential  difficulty  might  arise  liter  when  lh€:  children 
of  the  marriage  attempt  to  leave  home,  recreating  the  earlier 
struggles  and  cutoffs. 

Therapeutic  Goals  and  Techniques.     The  pnn*.r/  goal    jf  Bowen  ther 
apy  is  for  the  patient/client  to  become  " Uf ferenciated"  both 
within  the  nuclear  family  and  particularly  wi*hm  thrt  family  of 
origin.    To  do  this,  the  patient  nnst  be  able  to    hange  the  part 
played  in  the  emotional  tnangl«s  of  tht  faMly  and  to  maintain 
that  change  regardless  of  the  family's  reof    ...e.     A  primary  goal 
is  to  maintain  emotional  contact  with  eaph  member  of  the  family 
'without  using  third  parties,  eithor  humans  or  obtrc'      as  go- 
betweens.    The  task  ot  therapy  is  to  aid  the  patient  in  a  three- 
step  process:  » 
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FIGURE  3.  Triangles 


1.  Change  the  response  to  family  members, 

2.  Anticipate  the  family's  reaction  to  change,  and 

3.  Plan  the  response  to  those  reactions. 

Some  techniques  for  accomplishing  the  process  of  dif fsrentiati. 
are  as  follows:  •  w 

•    Open  up  emotional  cutoffs,    one  response  to  difficult  j 
latiorships  within  r  family  is  an  emotional  or  spatial 
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cutoff  between  various  members.    These  cutoffs  often  mask 
issues  that  cannot  be  discussed.    Once  cutoffs  are  estab- 
lished, the  issues  they  conceal  may  become  less  potent. 
For  , example,  when  a  therapist  asked  a  recovering  drug  ad- 
dict about  .her  uncle  (her  father's  brother)  she  replied, 
"I  haven't  seen  him  for  15  years."    In  this  case,  the 
uncle  was  a  recovering  alcoholic.    By  ending  the  cutoff 
and  establishing  a  relationship  with  the  uncle,  she  risked 
the  anger  and  rejection  of  her  fathei  because  of  a  falling 
Out  he  nad  had  with  his  brother.    Yet  when  this  relation- 
ship was  established,  the  toxic  issue  of  chemical  depend- 
•  ency  became  exposed  and  less  powerful,  since  it  no  longer* 
masked  the  pain  in  the  brothers'  relationship. 

•    Use  reversals.    A  technique  that  often  works  in  shifting 
family  patterns  is  coaching  clients  to  do  the  opposite  of 
what  they  normally  do  in  response  to  other  family  members. 
For  example,  with  e  daughter  engaged  in  a  power  struggle 
with  her  father  over  "who  is  right,"  encouraging  the 
daughter  to  ask  her  father  for  help  in  a  problematic  area 
may  loosen  rigid  responses.    This  technique  must  be  done 
with  positive  intent  and  not  to  trick,  take  revenge,  or 
be  sotfcastic;  otherwise,  it  may  backfire  and  create  fur- 
th>**entrenchment . 


o    Relabel  through  humor.    Humor  can  break  through  the  overly 
serious  quality  that  characterizes  families  stuck  in  re- 
petitive conflict  or  despair.    Relabeling  the  interaction 
in  a  humorous  fashion  may  help  family  members  gain  a  new 
perspective  on  their  interaction,    for  example,  a  woman 
complained  bitterly  to  her  therapist  about  her  husband's 
conversational  style  at  a  party.    The  therapist  turned  to 
the  wife  and  said,  "I  really  don't  think  you  should  take 
him  anywhere  with  you  until  he  learns  how  to  behave  right" 
x (Carter  and  McGoldrick  1976,  p.  20).     Putting  her  com-  • 
plaint  in  this  perspective  allowed  her  to  see  the  quality 
of  her  complaint  without  encouraging  her  def ensiveness 
through  criticism.    Family  members  can  learn  to  do  this 
with  each  other. 

Protection  of  the  Therapist.    Bowen  Y  ilieves  that  therapists  must  _ 
examine  their  own  families  of  origin  and  differentiate  themselves 
from  the  multiple  triangles  in  which  they  are  caught  to  protect 
themselves  from  being  organized  by  the  family.    The  primary  train- 
ing tool  is  coaching  trainees  in  that  process.    Therapists  are 
outsiders  whose  usefulness  depends  on  not  getting  involved  in  a 
family  system--either  their  own  or  their  patients'. 


INTENSIVE  FAMILY  THERAPY 

In  Intensive  Family  Therapy,  the  therapist  works  directly  with  -. 
the  extended  family  members  in  the  same  room.     They  actempt  to 
work,  with  the  nuclear  family  and  both  sets  of  parents.  The 
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fc.erapxst  "takes  the  problems  back  to  where  they  began,  thereby 
making  available  a  direct  root  to  etiological  factor!"  " 
h Trr1'11!9!  a^-Framc^eS.  p.  206).  It  is  a.sertef'that 
by  including  adult  siblings,  parents,  and  grandparents,  feeling 
of  being  "left  out"  of  the  nuclear  family  or  being  "blamS"  for 
their  problems  will  be  reduced. 


r 


Another  methodological  difference  is  the  use  of  cotherapy  teams 
to prevent  the  therapist's  becaning  organized  by  thelSJ 

mt^ir^f' Vh6rT  t6amS  are  Prefer^<  with  the  classic 
,    masculine-remin^e  "personality"  traits  demonstrated  (e.g.,  firm 

-said  th\  ZMUS  SUPP°rtive  and  accepting).    Hare-Mustin^  978) 
■roles    ^^r0nn^rNa9y  exPlicit^  supports  sex-sterec typed 

beJweL'tnera'is'tf  ,  enCe%need  n0t  and  should  not  ^  divided 
between  therapists  along  traditional  gender  lines.  Therapists 

must  g.,ard  against  the  danger  of  this  occurrence  to  avoid  S 
issue  of  gender  stereotyping  among  chemically  dependent  women 
"   S^TT  0f<th^  is  to  enlarge  a  fame's  conceptionTof 
T2    l  of1    ^  ^  n,aSC"line  ^  -thout  carefu?  attention, 

mi9ht* in  fact<  support  a  more  — 

SerIoiSal  nl0yalty  is  an°ther  i^tant  concept  for  the  family 

Boszormenyi-Nagy  and  Frame  (1965)  and  Frame  (1981) 
argued  tnat  much  of  the  problematic  "glue"  in  family  relationshios 
IZT  bCCrSe  °f  Un6XPressed  loy-lty  issues  that  exist  along 
rZSlZ         I    f0r.them'  ever^  «»ve  toward  emotional  maturation 

ht    *  \"  ^P'1Clt  threat  °f  disloyalty  to  the  system.  The 
.sJip^cl^belreed3  *°  r6leaSe  ^  ^  tiM  *°  tnat  rt  ,ation- 

^/XrPle  °f  'e"erational  l^^ty  can  be  seen  in  the  family  of 
the  heroin  addict,    stanton  (1977)  roted  that  male  heroin  addicts 

ffSiaf^88  f  k"^  t0  me6t  l0yalty  ^ligations  to  their 
families  through  their  use  of  heroir.    If  the  family  is  not  in-  1 
volved  in  treatment,  as  the  addict  begins  to  get  himself  together, 

Se  addict  o    9in^°  6XPreSS  discontent  "ith  their  marriage!  then 
tat  in  ddict  generally  relapses,  thereby  uniting  the  parents  once 
agafn  in  their  concern,  anger,  and  frustration  at  him. 

$'» '  \TEGK  COMMUNICATION  APPROACH 

S  fa"ll^theraPy  «ses  strategies,  but  the  approach  knewn  as 
.  strategic    is  more  intentionally  planned  and  more  direct  than 

th^J^f 69ieS-  -Tily  therapy'  for  this  *rouP'  is  a  Challenge 
that. requires  specific  strategies  and  game  plans. 

Strategic  communication  therapists  are  mu-h  more  interested  in 
£ow  a  system  works  than  in  what  the  content  of  the  system  is 
They  attempt  to  understand  the  rules  in  a'  family  syster  as  an 
alien  would  attempt  to  understand  the  rules  governing  human  be- 
havior without  knowledge  of  our  languages  and  cultures.    They  as-  , 
sert  that  attempting  to  understand  what  occurs  vithin  any  given 
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individual — ,for  example,* motivations,  thoughts,  and  fantasies-t- 
will hamper  rather  than  support  the  therapist  in  his  or  her  ef- 
fc  *ts  to  understand  and  change  the  client  system.    1\  other  words, 
focusing  on  individual  issues  could  slow  the  process  of  change 
(Haley  1976,  1980;  Madanes  1981) ♦       '  c 

ORIENTING  PRINCIPLES 

Strategic  therapists  have  developed  several  axioms  of  communica- 
tion that  define  how  people  communicate  and  how  they  define  their 
relationships.    The  therapist  tracks  these  communications  to  de- 
tect significant  family  rules* 

All  Behavior  Is  Communication*    One  cannot  not  communicate  because 
even  the  refusal  to  send  or  receive  a  message  is  a  communication: 
"I  don't  want  to  talk  to  you,"  communicates  as  loudly  as  the  con- 
tent message  "I'm  angry  at  you."  * 

Messages  Have  Repeat  and  Command  Functions.    This  is  a  complicated 
way  of  saying  that  <iny  simple  statement  can  have  two  purposes: 
for  example,  "it's  raining"  can  be  pure  information  or  a  command 
to- take  an  umbrella.    The  voice  inflection,  context  of  the  situa- 
"     tiorf,  and  the  nature  of  the  relationship  provide  the  information 
necessary  to  understand  the  meaning  of  a  given  message. 

Command  Messages  Define  Relationships.    For  instance,  a  hierar- 
chical relationship  in  which  the  mother  has  more  power  is  demon- 
strated when  a  mother  orders  and  a  child  obeys. 

In  Families,  Command  Messages  Are  Patterned  as  Rules*    As  z  mother 
consistently  orders  her  child  to  obey  and  the  child  consistently 
obeys,  a  rule  (or  performance  expectation^  develops  that  governs 
how  mother  and  daughter  relate  to  each  Other.    A  different  but 
equally  "legitimate"  rule  would  evolve  if  the  child  consistently 
disobeyed  and  the  mother  consistently  did  *.Dt  reinforce  her  order. 

Rules  Must  Change  as  Families  Move  Through  Different  Developmental 
Stages*    The  rule  of  daughter  .pbeyir.7  mother,  if  it  continues  to 
t>e  rigidly  adhered  to  during  adolescence*  is  a  potentially  non- 
functional situation  because  a  developing  adolescent  should  be 
increasingly  independent  of  the  parents. 

The  Inability  to  Change  Relationship  Rules  Is  at  the  Root  of 
System  Dysfunction*    As  noted  above,  an  adolescent  and  her  mother 
ne3d  to  change  the  rules  governing  their  relationship*  Eventu- 
ally, the  daughter* has  to  take  responsibility  for  her  own  behav- 
ior.    If  a  family  system  resists  that  change,  problems  can  develop. 
One  possibility  would  be  the  appearance  of  a  symptom  in  the  daugh- 
ter that  would  change  the  rules  while  appearing  not  to  change  them. 

The  use  of  drugs  is  a  perfect  example  of  how  this  ambiguity  can 
be  manifested.     The  adolescent  has  full  control  (in  opposition  to 
her  mother)  over  n&x  intake  of  drugs  (autoromy)  and  at  some  point 
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she  loses  that  choice  to  the  drug  itself  (dependency)  The 
pseudo-independence  (reliance  on  drugs)  causes  her,  in  the  eyes 
of  the  family,  to  be  seen  as  incompetent  and  in  need  of  protec- 

(Surely'"  her  W*«  ^y,  "any  person  who  is  so  hopelessly 
hooked   on  drugs  as  she  is  cannot  expect  to  be  treated  with  the 
trust  and  respect  of  a  mature  individual-.    Therefore,"  they  con- 
tinue, "we  must  control  her"  (for  her  own  good,  of  course),  -a* 

ntLtll  lu  nh6r  t0  St°P  takin9  drU9S'  hoWever'  U  so™  becomes 
apparent  tHat  they  cannot  succeed  because  they  cannot  control 

their  daughter  (her  autonomy) .    wjiat  is  interesting  about  the 

choice  of  drugs  as  a  symptom  is  that  it  allows  both  parties  to, 

continue  their  struggles  for  control,  while  letting  them  deny  that 

they  are  struggling  because  of  the  addictive  quality  of  the  drug  ' 

Everyone  knows  it  is  the  drug  that  is  the  root  of  the  problem, 

not  our  relationship." 

In  addition  to  the  above  axioms,  three  key  ideas' are  part  of  the 
strategic  communication  therapeutic  system;     (l)  a  property  of 
systems  known  as  homeostasis  and  feedback,   (2)  the  analysis  of 
the  family  in  terms  of  sequences  of  behavior,  and  (3)  the  function 
the  symptom  has  in  the  family  system. 


HOMEOSTASIS  AND  FEEDBACK 

The  -any  observers  o'f  family  systems  were  both  impressed-  and 
confused  by  the  ability  of  the  family  to  "keep  things  the  way  they 
are    regardless  of  how  hard  the  therapist  attempted  to  change 
them.    For  example,  a- recovering  alcoholic  might  be  given  a  birth- 
day party  where  alcohol  was  served  or  be  offered  a  favorite  brand 
of  alcohol  as  a  gift. 

Rather  than  blame  the  individuals  in  the  family,  the  strategic 
.  communication  therapists  were  convinced  that  the  system  itself 
operated  according  to  certain  principles  and  therefore  determined 
how  people  in  the  family  would  act.    From  General  Systems  Theory 
(Von  -Bertalanffy  1968)  they  borrowed  the  concepts  of  homeostasis 
4nd  feedback  to  explain  this  phenomenon,  and  by  so  doing  they  were 
able  to  free  themselves  from  blaming  the  family  for  "bad'  motiva- 
tion and  malevolen  deeds," 

Homeostatis  describes  a  system's  ability  to  maintain  its  equilib- 
rium and  adapt  and  react  to  its  enviroiment.    A  system  will  resist 
change  that  exceeds  its  ability  to  adapt  or  that  would  disturb  its 
equilibrium.     If  a  family  has  operated  for  a  long  time  with  a 
,  chemically  dependent  member,  family  members  will  generally  act  in 
ways  that  maintain  the  dependency  even  against  their  own  apparent 
self-interest.'   The  chemically  dependent  member  is  important  to 
the  stability  of  the  system  as  a  whole.    The  .mechanisms  that  main- 
tain this  system  are  known  as  feedback.    Behavior  is  one  part  of 
the  system  and  serves  as  feedback  to  the  system  to  change  its  ac- 
tivity in  another  area.    Positive  feedback  is  behavior  that  in- 
creases activity  in  the  3ystem,  and  negative  feedback  refers  to 
behavior  that  decreases  activity.    In  our  example  of  the  birthday 
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party,  the  alcoholic's  abstinence  threatens  to  change  the  family 
and  its  rules.    The  presence  of  alcohol  is  a  negative  feedback 
message  that  the  system  is  attempting  to  return  to  it!  previous 
equilibrium  by  decreasing  the  nondrinkiniji  behavior. 


BEHAVIOR  SEQUENCES 

Behavior  in  families  does  not  occur  in  random  fashion  but  in  pre- 
dictable patterns  or  by  repeated  sequences  of  behavior  (Haley 
JL976) .    An  example  of  a  typical  sequence  of  behavior  in  families 
would  be  the  following: 


Step  1:    Father  uninvolved.    The  father  is  not  involved  in 

♦-he  family  ana  spends  a  lot  of  time  out  of  the  home 

Step  2:    Adolescent  smokes  pot.    The  youngster  begins  to  get 
,  out  of  control  and  her  grades  decline* 

Step  3:    Mother  incompetent.    The  mother  ineffectually  tries 
to  deal  with  the  child  and  the  father  becomes 
involved. 

Step  4:    Father  competent.'  The  father  deals  with  the  child 
effectively. 

Step  5:    The  adolescent's  grades  improve  and  she  begins  to 
roduce"  her  pot  smol.ing. 

Step  6:    The  mother  becomes  more  capable  and  deals  with  the 
child  and  father  in  a  more  competent  way,  expecting 
more  of  them;  J 

Step  1  (repeat) :    The  f  .cher  leaves  again.    The  .father  once 
again  becomes  uninvolved  in  daily  family  activities 

j  J  V 

.As  this  example  shows,  the  behaviors  taken  together  form  a  cy„-.«i. 
This  cycle  occurs  over  and  over  agrain  in  different  contexts  and 
insures  rfamily  predictability  and  homeostases. 


THE  ROLE  OF  THE  SYMPTOM 


Within  this  model  of  therapy  the  symptom  plays  an  important  role. 
The  family  system  is  'thought  to  be  self-regulative  (homeostatic) , 
and  therefore  the  symptom  is  seen  as  a  mechanism  for  self- 
regulation.    If  the  symptom  is  removed,  the  family's  means  of 
maintaining  control  is  eliminated.    As  an  example,  parents  often 
detour  their  conflict  through  a  ;hild  w*      as  developed  symptoms- 
in  this  case,  drug  abuse.    The  problem  f . >  the  family  is  that  if 
the  symptom  is  alleviated  and  the  adolescent  turns  straight,  then 
the  parents'  unresolved  issues  become  exposed ,  creating  stress  in 
the  marriage.    When  this  happens,  many  clients  seem  to  fall  apart 
and  return  t6  tjie  use  cf  chemicals.    This  regressxon,  is  therefore 
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f»nyyb2:„sratEes  urricaticn  therapi'st  as  *  -» to  »^i„ 

'  famiiv    aZ  k        Because  of  «*•  symptom's  central  role  in  the 
family,  it  becomes  a  central  focus  for  the  familv  t-h^^t  I 
well  (Haley -1980;  Papp  1980;  Keakland  1^6)  therapist  as 

•    dSiaL?ctfonC^Sed  ^  faai^  °f  Mary  LandaU-    Mary  Landau's 
s^Lm     „  3CrVeS  a  function  ^  maintaining  the  family's 

conf^    Z  t™*  takin9  m0JCeS  P08311516  the  avoidance  of  o^n 

humane    SST  dSSUeS  fher  than  ^  USe  °f  Valiuni-    Sh*  i  her 
-  1ST     f     '        n0t  haVe  t0  deal  with  his  absences,  her  resent- 
ed °n;  inStead'  they  can  focus  on  the  Valium  problem 

the  possibility  of  change  in  their  relationship  or  "eir 

ASSESSMENT  PRINCIPLES 

oroarhef!fSt  ^«WOrkS  Within  the  st«tegic  communication  ap- 
proach sees  a  different  family  than  does  a  therapist  who  uses  the 

patterns,    s/he  tracks  data  that  demonstrate  how  people  relate  to 
each  other -rather  than  asks  family  members  to  report  on  how  they 
relate  to  each  other.    These'therapists  assert  that  memor/tends 
J,£J,nZCCTte         ™™liable  and  that  the  reporting  i^so 

'  Grants?  *  the  Patient  '°  ^&ss  -influence  the 

T,"\strate9ic  therapist  relies  more  on  unearthing  the 

£ua-S     <TS3et  Carlier  (e"9-'  hU8band  absent>  -»°ther  takes 
tUTjL  eithfr  thr°U9h  ""^  questioning  or  observation  than  in 
asking  people  what  they  think  happened.    The  questions  of  tte 
strategic  therapist 'are  that  of  a  journalist-who,  what,  where 
Vhen.  and  how.    when  Joan  takes  drugs,  what  does  father  do?    what  ' 
happens  then?    What  does  mother  do? 

'  ^ess^wolnft^r5  "h!.theraP^  the  strategic  therapist  must  ad-  ' 
vH  -  questions:     (1)  what  is  the  symptom  and  what  is 

V2*  t    I  Pa"ern.that  contains  it?  and  (2)  what  would  happen 

t£       f  thiS  family  if  the  sYmptom  were  n°  lo"qer  Res- 
ent?   The 'therapist's  initial  task  is  to  identify  the  cycle  that 

SheVdruaSu^naT,atiTe  l0°P  f°r  the  s*stem  and  maintains 

the  drug-using  behaviors.    Interventions  are  desi'gned  to  develop 

the  svmoto*    t v,^6  mm0herS  d°  and  Sa*  in  "«P*«»  to 

the  symptom,  which  itself  must  be  carefully  identified  and  de- 

tn  T 311,1,  6  °f  Clearly  ide"tifi,d  problems  would  be  a 
"1       w  I*™*  n0t  lo°k  for  a  3°.b'"  "a  child  who  will  not  eat," 

d^uasM  ^°  *™T  rri;,Uana  in  the  hoUse'"  or  a  "^ther  who  uses 
drugs  and  doesn't  take  care  of  the  kids  consistently,'" 

J!rLdh6  ST*1!"1         b6en  Cl6a*ly  defined'  further  questions  are 
pursued.    When  does  it  occur?    where  does  it  occur?    How  often 
does  it  occur?    How  do  other  people  feel  about  the  problem?  How 
do  people  become  involved  with  the  problem? 

fl^ofa^St.f  1*1  observes  ?22«  the  family  acts  in  the  office  as 
a  way  of  identifying  the  cycle.    The  next  series  of  questions  has 
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to  do  with  the  family's  attempted  solutions  to  the  problem,  as- 
suming that  if  these  solutions  were  successful  the  problem  would 
cease  to  exist.    Therefore,  the  strategic  communication  therapist 
is  careful  to  identify  solutions  that  have  failed,  both  to  avoid 
repeating  the  same  unsuccessful 'solution  and  to  help  identify  the 
sequence  of  family  behavior  that  maintains  the  problem.    In  the 
three-person  cycle  of  father,  mother,  and  adolescenc,  each  per- 
son's response  could  be  seen  as  an  attempted  solution  to  the  sit- 
uation that  directly  preceded  it,  e.g.,  the  mother's  incompetence 
encourages  the  father  to  become  involved  1    The  strategic  communi- 
cation therapist  assumes  that  these  solutions,  although  ineffec- 
tive in  eliminating  the  problem,  become  reified  and  institution- 
alized as  ways  for  the  family  to  maintain  its  stability.  This 
stability  is  so  important  that  the  family  continues  with  a  symp- 
tomatic member  and  cften  presents  a  paradox  to  the  therapist. 
Families  request  that  the  therapist  eliminate  the  symptom  from 
the  system  but  leave  the  system  intact. 


THERAPEUTIC  TECHNIQUES 

Strategic  therapists  believe  that  action  causes  Change.  Rather 
than  discuss  a  problem,  the  therapist  seeks  to  use  the  symptom  as 
a  way  of  introducing  change.    Thus,  the  strategic  therapist  fo- 
cuses on  the  problem.    Haley  has  stated  that  "the  first  obligation 
of  a  therapist  is  to  chanqe  the  presenting  problem.  .  .  .     If ^that 
is  not  accomplished,  then  therapy  is  a  failure"  (Haley, 1976, 
p.  12*). 

The  techniques  that  follow  are  based  on  the  notion  that  the  family 
will  resist. the  therapist's  attempt  to  change  them.  '  The  therapist 
/foes  not  view  this  action  as  malicious  or  sabotaging  but  as  a 
Natural  consequence  of  the  family's  reliance  on  the  symptom  to 
provide  stability. 

According  to  Papp  (1980),  the  paradoxical  intervention  "is  one 
that  if  followed  will  accomplish  the  opposite  of  what  it  seemingly 
intended  to  accomplish."    It  depends  on  the  family^s  not  following 
the  therapist's  instructions.    The  instructions,  therefore,  must 
be  repulsive  enough  to  the  family  <;o  that  the  family  resists  fol-  , 
lowing  them.    Their  resistance  then  serves  to  accomplish  the  ther- 
apeutic goal.    The  fascination  of  this  intervention  technique  is 
that  the  tasks  are  no  more  than  exaggerations,  sometimes  bordering 
on  the  absurd,  of  the  family's  ongc.ng  behavior.    For    sample,  if 
a  therapist  identifies  a  mother  as  overly  close  to  her  laughter, 
the  therapeutic  goal  would  be  tof  attain  greate^r  separation  between 
them.    After  that  task  has  failed,  since  the  mother  is  obsessed 
with  "doing  for"  her  daughter,  a  paradoxical  framing  would  be  to* 
te.ll  the  mother  that  she  is  not  attentive  enough  to  the  child  and 
in  fact  she  should  consider  expending  greater  effort  <*n0  more  de 
votion.    By  making  the  suggestion  jso  extreme,  the  hope  if>  that 
the  mother  will  spontaneously  re^ct  the  therapist's  instructions. 
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*    SSe^^TLnirr  d"eiVin9ly  but  is  actually 

•  Redef lning.    For  this  process  to  occur  effectively    the  fch-r^.* 

For  this  process  to  he  effect- i«o  ci.j.ecw. 

the  famiiv  redefining  process  also  somewhat  confuses 

.  P&crtbing       PrePareS  them  f°r  thC  n6Xt  -*«  techni^- 

.  »^-^^oKS5i?.S2ir assi9ns  to  the  faraily 

fashion.  existing  actions  in  a.  more  exaggerated 

Restraining.    The  therapist  must  identify  with  the  family's  fear 
.  of  change  and  therefore  caution  them  against  the  neSS  Lttt  ' 
quences  of  change  and  elimination  of  the  sJpSm.  ZuS  the 

aC^'°:led9es  that  al^°ugh  dysfunctional  teZv.trs  are 
no.  ideal,  avoiding  the  potential  risk  of  the  alternat-i™  T  \u 

SeeyeSrtnftiC:}°f  H  ^  S  ^^S-J  1^ 

rating  ££  Sr  ^S68^   '         °f  dr"9S  PreVOnt»  her  *«»  sePa" 
"    "9-T  her  mofher  and  Protects  her  parents  from  confronting 

drug  taking  risks  much  greater  consequences. 

'^iSFSftZ"  H11:^  famUy  t0  Chan9e  and  «*  to  change 
hnt-^lf  he  theraPist  ™st  "ncereJy  convey  and  believe 

both  messages.  If  the  therapist  believes  only  frh*t  «-L  72  ft? 
Patient  is  harming  herseif  b"  taking  dru  s  S  Z^xfTf" 

Sstic^d  con!'"6  WiU  a«°-  sar- 

castic and  condescending,  and  the  family  „m  not  buy  it  Bufc 

the  therapist  can  expand  the  camera  lens  and  change  the  amle  of 

S  shT^lVfc  86ki        family  38  the  St"te9ic  the"P^  del  he 
or  she  will  be  able  to  begin  to  believe  in  the  absolute  sincerity 

and  SSLSJS  famUy         PreS6nt         —~"  ^ith  -235* 

funcSofof^nif  "  t0  dW6lOP  2  "^thesis  ^"t  the 

to  2  «f?    ^his/ycle  ln  the  family;  this  theory  will  continue 
to  be  refined  and  reshaped  as  the  therapy  unfolds.    For  examole 
in  Mary  Landau's  fanily  the  therapist  first  must  discern  STse- 
quence  involved  in  Mary's  use  of  drugs. 
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For  example,  Mary  and  John  have  an  argument  before  ho  goes  off  to 
work.    He  leaves,  telling  her  that  he  just  doesn't  have  time  to. 
go  into  it  again.         »  Feeling  abandoned  and  frustrated,  Mary 
takes  a  Valim. ■        »  Sensing  his  mother's  condition,  their  son 
doesn't  come  home  from  school  and  hangs  out  with  some  neighborhood 
kids  who  smoke  marijuana  and  participate  in  antisocial  activities, 
r  The  "good"  daughter  comes  home  and  tells  mother  about  the 

son's  transgression.  ^  Mother  praises  her .  ■        »■  When  son 

comes  home,  mother  turns  her  out-of-control  wrath  onto  him  and  he 
protests  and  runs  out  of  the  house.         + Daughter  is  frightened 
by  this  and  calls  her  grandmother  (John's  mother),  informing  her 
of  the  situation. — ^—^Grandmother  calls  John.         »  John  comes 
home  (the  hero)  and  chastizes  Mary  as  another  "child  out  of  con- 
trol,- collects  his  son  and  calms  him  down,  thereby  equilibrating 
the  situation  until,  it  is  exacerbated  again  wher.  John  and  Mary 
have  an  argument  about  John  being  more  available  to  his  mother 
and  job  than  to  his  family. 

The.  intervention  begins  by  positively  redefining  the  sequence, 
underscoring  the  valuable  function  of  each  person's  behavior.  For 
example,  Mary's  taking  Valium  helps  her  dea*  with  her  loneliness 
and  feelings  of  abandonment  and  serves  as  the  central  point 
around  which  all  of  the  following  behavior  revolves.    Their  son's 
"acting  out"  allows  the  daughter  to  be  the  helpful,  praiseworthy 
child,  who  never  has  to  be  sefctv  as  "having  problems. h  Mary's 
quasi-abuse  of  her  son  allows  her  daughter  to  call  her  grand- 
mother.   Grandmother,  who  herself  is  married  to  a  "problem" 
drinker,  quickly  calls  her  son    who  was  himself  a  "praiseworthy 
child,"    This  allows  grandmother  to  "get  reinvolved  with  her  son'1 
and  gain  some  distance  from  her  own  difficulties  with  her  husband, 
Finally,  the  scenario  allows  John  to  disengage  from  work  and  be 
seen  as  a  hero  by  his  family,  while  maintaining  his  close  rela- 
tionship with  his  mother.    It  also  allows  him  an  excuse  for  his 
own  difficulty  in  meeting  his  sales  quota  at  work;  John's  accounts 
have  not  been  doing  well  lately. 

The -beginning  hypothesis  can  then  be  embellished  when  it  is  turned 
into  the  actual  prescription.    Fox  example,  Mary's  sensitivity  to 
John  (demonstrated  by  her  being  incompetent)  allows  John  to  feel 
himself -to  be  a  "good"  husband  and  father  to  his  son,  although  he 
is  rarely  home.    He  certainly  feels  that  he  is  better  than  his 
own  father,  who  was  abusive  to  him  and  his  brother.    Mary  (who 
cannot  stand  her  intrusive  mother-in-law)  gives  her  mother-in-law 
an  opportunity  to  get  more  involved  with  her,  her  husband,  and 
her  family— at  *  tremendous  sacrifice  to  herself  and  her  relation- 
ship with  her  children. 

Therefore,  if  Mary  were  to  stop  taking  Valium,  all  of  the  above 
might  have  to  change.    The  therapist  is  concerned  about  that  po- 
tential change.    Although  things  are  bad  as  they  are,  the  alterna- 
tives might  be  disastrous.     For  example,  if  Mary  stopped  taking 
Valium  and  acted  more  competently,  John  might  not  have  an  excuse 
for  protecting  his  son,  .  Then  he  might  need  to  consider  that  he 
is  not  a  much  better  parent  than  his  own  father.        #  ^ 


•     •  •/  • 

Although  the  above  example  is  a  stOsalined  version  of  a  strategic 
prescription,  it  nonetheless  captures  the  essential  proems  and 
the  underlying  logic.    The  therapist  (sometimes  alone  and  some-  ' 

.   times  in.  conjunction  wit*  a  team  or  cotherapist)  unfolds  the  be- 
havior sequences  by  carefully  tracking  answers  to  critical  ques- 
tions.   On  the  -basis  of  that  sequence,  potential  hypotheses'  are 
generated  as  to  the  function  of  the  particular  .symptom,  inter- 
ventions are  created  on  the  basis  of  those  hypotheses,-  the  re- 
sponse to  the  interventions  serves  to  modify  .he  hypotheses.  fK-' 
scriptions  are  usually  g'.ven  at  the  end  of -the  session  with  no 
discussion  allowed  by  the  fainily.    Sessions  are  often  spaced"  2 
3,  or  even  ,4  weeks  apart  'to  give  the  family  an  opportunity  to  re- 
spond fully  to  the  intervention.    If  the  family  does  not  recoil 

;   from  ^  prescription,  the  therapist  hac  to  determine  whether 

.  2.£T2JSiS inaccurata  or  the  intensity  of  the 

&I£  OF 'THE  .THERAPIST  AND  THE  THERAPEUTIC  TEAM 

•Strategic  coraunication  therapists  advoca'te  the  use  of  a  team  ap- 
proach. The  rationale  is  based  on  a. different- concept  of  cother- 
apy  than  is  found  in    he  multigenerational  approach. 

The  team  could  serve  as  a  Greek  chorus,  positioned  behind 'a  one- 
way mirror,  providing  a  running  commentary  on  the  process  taking 
Place  between  therapist  and  family,    PaPP  noted  "that  at  the  ther- 
apist s  discretion,  the  group  can  be  used  to  support, -confront,  \ 
t    confuse,  challenge,  or  provoke  the  family,  leaving  the  therapist  " 
to  agree  with  them  or  oppose  them"  (PapjJ  198<J,  p.  49).    We  team 
does  not  connunicate  directly  with  the  family  but  sends  messages 
to  the  family  via  the  therapist,  who  is  either  called  out. of  the  « 
room  by  the  team -.or  leaves  at  a  predetermined  time,  near  the  end  " 
or  the  session.        .  > 

The  group  can  potentially  support  the  family  against  the  thera- 
pist, saying,  for  example,  that  John  (in  the  earlier  examole)  was 
not  as  weak  as  the  therapist  though-:  and  they  did  not  think  Tie 
needed  Mary  s  drug  abuse  to  be  involved  with  his  family.    Alter-  • 
natively,  they  could  deliver  the  prescription  and  the  therapist 
could  join  the  family,  arguing  for  the  family's  capacity  for 
change.    This  variety  enables  the  therapeutic  system  (i.e.,  the 
therapist  and  the  team)  to  present  the  family  with  the  different 
alternatives  and  through  anger,  challenge,  and  other  ways  propel 
the  family  into  change.    The  therapeutic  system,  made  up  of  the 
team  members  pitted  against  the  family,  is  engaged  in  a  strategic 
battle  whereby  change  is  encouraged  by  relying  heavily  on  the 
-Tamily-s-active^and  persistent  resistance  to  that  change. 

In  this  model,  the  therapist  is  seen  as  e  technician  or  engineer; 
s/he  is  able  to  stay  aloof  from  the  family,  assess  the  cycle  main- 
taining the  symptom,  redefine  it,  and  prescribe  it  in  such  a  way 
that  the  family  rejects  the  intervention  (their  ongoing  behavior) 
and    spontaneously"  changes.    A  mystique  is  involved  in  this  form 
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of  treatment;  it  appears  that  if  one  can  :cme  up  with  exactly  the. 
right  intervention,  the 'family  has*  no  Choice  but  to  change. 

t  * 
In  fact,  these  interventions  are  extremely  difficult  both  to  cre- 
ate and  to  impart.    They  require  skilled  therapists  or  intensive 
and  competent  supervision.    These  interventions  farther  require  a 
conviction  that  the  family^  is  operating  from  a  positive  stance  » 
and  the  ability  to  convey  that  conviction  sincerely. 

Strategic  therapists  try  to  keep  the  therapy  as  short  as  possible. 
They  believe  that  their  insistence  on  a  specified  number  of  ses- 
sions (typically  10)  keeps  both  the  family  and  the  therapist  ac- 
countable for  outcome.    Tney  feel  that  maintaining  a  clear  problem 
focus  should  achieve  results  rapidly,  and  further  issues  can  be 
renegotiated  between  the  family  and  the  therapist.    They  also  . 
argue  for  the  economic  validity  of  rapid  treatment,  enabling  more 
ppople  to  seek  help  at  less  cost. 

/ 

STRUCTURAL  APPROACH  ' 

ORIENTING  PRINCIPLES 

Conception  of  the  Family.    People  operate  within  a  social  context, 
according  to.  Hinucfciin  (1974).    Therefore,  t;o  understand  any  one 
individual's  behavior,  it  is  necessary  to  first  understand  the 
social  limits  imposed  on  that  person.    Although  people  participate 
and  belong  to  many  groups,  the  institution  that  has  most  to  do 
with  imprinting  self -hood  and  bestowing  identity  is  the  family. 
For  Minuchin,  the  family  is  the  cradle  in  which  we  all  grow  and 
develop.    As  such,  we  move  from  being  totally  enmeshed  in  the  * 
familv  to  a  position  of  relative  independence.    The  sense  of  be- 
longing to  one's  family  and  the  role  played  in  it  is  a  lifelong  * 
process.    We  will  always  be  daughters  or  sons  to  our  mothers 
and  fathers  and  mothers  and  fathers  to  our  children,  regardless 
of  changes  in  our  other  identities.  t 

A  hallmark  of  Minuchin 's  model  is  his  assertion  that  a  normal 
family  cannot  be  distinguished  from  an  abnormal  one  without  the 
presence  of  an  identified  p.-oblem.    Therefore,  he  presents  a  model 
of  the  family  and  of  human  beings  that  does  not  arbitrarily  sepa- 
rate the  world  in- o  "them  and  us."    His  conception  avoids  the 
labeling  and  stigma-producing  processes  so  common  among  more  tra- 
ditional approaches. 

For  the  structuralist,  the  family  system  has  three  major  compo- 
nents:    (1)  it  has  structure,  (2)  it  develops  over  time,  and 
(3)  it  has  the  capacity  for  adaptation. 

Structure.    Family  structure  is  "the  invisible  set  of  demands 
which  organizes  the  ways  in  which  people  act.  .  .  .  Repeated 
transactions  establish  patterns  of  how,  when  and  to  whom  to  re- 
late, and  these  ratterns  underpin  the  system"  (Minuchin  1974, 
p.  51).    As  can  be  seen,  this  definition  of  structure  is  similar 
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^  to  the  strategic  communication  concept  of  patterned  sequences. 
T?!ue  af6  aoncePtual  similarities  in  these  two  approaches, 

although  they  are  not  identical:    As  an  example, «fche  strategic 
communication  approach  is  behavior-specific  when  "it  identifies  a' 
sequence  of  behavior  and  attends  to  sequence  patterns,    when  the 
structuralists  identify  a  similar  sequence,  they  will  additionally 
•characterize  it^as  a  piece  of  a  more  general  concept  known  fs" 
family  structure.    The  structure  is  then  mapped  according  to  con- 
cepts such  as  boundaries  and  subsystems.    The  mapped  structure 
then  serves  as  the  blueprint  for  guiding  therapy.  ..Before  giving 
an  example  of  mapping,. we  must  define  three'concepts  involved  in 
structure:    subsystem,  boundaries,  and  level. 

Subsystems,    since  the  famjly  as  a  whole  is  considered  a  system, 
parts  of  the  system  are  defined  as  subsystems..    Subsystems  are* 
( organized  according  to  both  menfcership  and  function.    For  example, 
all  of  the  males  in  the. family  can  be  thought  to  make  up  a  sub- 
system of  males  (membership) ;  the  parents  'husband  and  wife)  make 
up  the  parental  subsystem  (function).    In  fact  Minuchin  (1974) 
states  that  each  individual  can  also  be  considered  a  subsystem.  ' 
Although  there  arl?  many  possible  ways  pf  organizing  the  family 
into,  subsystems.,  a  general  guide  is  to- divide  the  families  accord- 
ing to  generations  in  one  direction  and  individually  in  another. 
For  example,  if  M  =  mother,  F  =  father,  s  = -son,  and  D  =  daughter, 
a  family  of  four  would,  according  to  the  above,  be  organized  as 


-  D  . 


Notice  that  mother  and  father  are  placed  above  their  children, 
which  leads  us  to  the  second  concept — level. 

Level,.    For  Minuchin,  level  denotes  authority.    Of  all  the  sub- 
systems in  the  family,  Minuchin  considers  the  parental  system  the 
most  ^important.    He  labels  this  level  the  executive  subsystem, 
which  must  make  the  decisions  that  guide  and  support  the  family  ' 
as  a  whble.    Accordingly,  adolescents  have  greater  authority  by 
virtue  of  their  age  and  autonomy  than  do  preschoolers,  and  so 
would-be  placed  atop  younger  siblings  as  below  (the  numbers  refer 
to  the  ages  of  the  children). 
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Boundaries.    The  boundaries  of  a  system  are  the^ rules  defining 
who  participates  and  how  (Minuchin  197$)*.    Wheri  we  talk  about 
t£>undaries,  we  are  talking  about  the  clarity  of  the  divisions  be- 
tween subsystems  of  the  famiiy,  particularly  the  parent-child 
subsystem  (but  the  husband -wife  boundary  is  also  important)  ^  The 
structuralist  evaluates  this  clarity  carefully  when  approaching  a 
family  because  it  provides  the  single  most  important  indication 
of  family  functioning.    Boundary  clarity  (Minuchin  1974)  can  vary 
on  a  continuum  from  overly,  rigid  or  disengaged  at  one  extreme  to 
overly  diffuse  or  enmeshed"  at  the  other  extreme.    The,  terms  rigid 
"and  diffuse  refer  to  the  clarity  between  family  subsystems  and 
the  tenfts  disengaged  and  enmeshed  refer  to  -family  style.  Rigid 
and  disengaged  are  equated  because  disengaged  boundaries  are  dif- 
ficult for  members  to  cross,  so  family  members  become  overly  dis-. 
tant  from  one*  another,   ^nmeshed  boundaries  are  crossed  too  read- 
ily, howeVer,  and  are  therefore  labeled  as  diffuse*  because  people 
do  not  have  enough  distance  from  one  another  to, function  appro- 
priately (see  figure  2) .    The  primary  functions  of  a  ^famil^r  are 
to  allow. for  separation  and  autonomy  as  well  as  to  provide  support 
and  nurturance.    The  clarity  of  the  boundaries  is  crucial  in  both 
of  these  arenas.    If  the  boundary  between  subsystems  is  too  per- 
meable Cdiffuse  or  enmeshed) ,  then  the  subsystems  are  not  suffi- 
ciently separate.    In  such  cases,  support  and  r.urturance  are  pro- 
vided.*at  the  expense  of  autonomy  and  independence.    If  they  are 
too  impermeable  (rigid  or  disengaged) ,  they  are  thus  too  separate; 
in  that  case,  autonomy  and  independence  are  provided  "but  this 
time  at  the  expense  of  support  and  nurturance. 

As  mentioned  above,  enmesnment/disengagement  refers  to  family 
style  as  well  as r boundary  clarity  per  se.    When  a  family  style  is 
referred  to  as  "enmeshed,"  it  means  that  the  monitors  are  extremely 
responsive  and  reactive  to  one  another;  space  and  distancef  are 
hard  to  attain.    In  this  type  of  family,' when  one  sneezes,  the 
other  members  of  the  family  bump  into  each  other  to  offer  a  tis- 
sue.   These  families  are  often  characterized  as  bteing  "into"  each 
other's  thoughts  and  feelings;  they  often  talk  for  one  another, 
complete  each  other's  sentences,  and  generally  "knoto"  what  the 
other  is  thinking.    In  enmeshed  families,  open  expression  of  con- 
flict is  sometimes  difficult  and  alternative  means  are  sought. 
The  family  with  the  adolescent  daughter  who  takes  drugs  as  a  way 
of  separating  from  her  mother  is* probably  an  enmeshed  family;  the 


•deSnoew^hreS  28  2  Way  inflict  without 

dealing  with  the  actual  issues  involved. 

*  *  * 

In  a  disengaged  family  style,  family  members  are  overly"  distant 

UculTZf  f°m  °ther-     10  this  S^>  ifc  "  ^tremely  dlf- 

Ut  ltj   J  ln*an  lndividual  t°  reverberate  across  the  fam- 

ily subsystems     For  instance,  the  parents  oT:  a  child  whp  is 
flunking  out  of  school  or  dying  of  narcotic  abuse  may  not  ge't 
sufficiently  worried  to  take  action.     '    '  9  ' 

^fnows"6  *°         th6Se  * StyleS  th6y  W°Wld  appear  as 


Enmeshed: 


Disengaged: 


At  different  times,  most  families  need  some  boundaries~to.be  more 
or  less.unclear,  particularly  at  limes  of  developmental  shifts. 
According  to  the^struoturalists,  however,  chronic  operations  at 
the  extremes  (disengaged  and  'enmeshed)  indicate-  areas  of  possible 
dysfunction  and  are  attended  Ho  immediately  when  rhe  family  seeks 
therapy  (Hinuchin  1974)  .         ».        ?'  ,     Lajn-lJ-v  seeKS 

^ptati!"  tC  Sf:reSS-    ^°th  the  ^ructural  family  therapist  and 
the  strategic  communication  therapist  consider  the  family  system 

S-MT      T,"  "atUre-     Th6y  see  .P^ure  for  , change  coming 
v^LT^I    *™    dlrfctlons--     (1)  from  within  (as  the  family  de- 
velops over  time,  rules  and  subsystem  changes  are  necessary,  *.g.% 
shift  to  adolescence);  and  (2)   from  without  (when  external  p-es- 

^!'-e;9^-UnTPl0ynient  °r  moving'  forces  the  family  to  accommo- 
date  and  change) . 

•  * 

The  family  is  a  "social  system  in  transformation"  (Hinuchin  1974); 

ttttlZ  T  ?  y  Stable  and  alwayS  "eeds  to  ^»Wn  a  balance 
between  the  larger-and  smaller  contexts  in  which  it  takes  part. 

*rfT    W°  Pal"  *°r-  Str6SS  at  transitional  points  as  not  consid- 
ered problematic  or  pathological,    when  there  are  demands  for 

a  th!L£T  elt^erKwithin  °r  without  and  the  family -cannot  change, 
a  therapist  must  "become  an  actor  in  the  family  drama"  to  help 
them  move  to  at  new  level  of  integration. 


\ 
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ROLE  QF  THE  THERAPIST 

The  structural  therapist  is  an  active  insider  and  becomes  an  im- 
portant member  of  the  family  and  the  leader  of  the  therapeutic 
system.    We  must  underscore  .that  the  therapist  must  become  in- 
volved with  .the  family  in  a  very  human  way  and  use  that  involve-  t 
ment  to  maintain  a  position  of  leadership.    Leadership  requires 
maintenance  of  ^flexibility.    Structuralists  assume  that  problem 
families  have  rigid,  stereotyped  positions  and  transactional 
styles,  and  that  it  is  this  quality  that  prevents  them  from  chang- 
ing.   Ir  the  therapist  also  loses  flexibility,  his  or  her  behav-  * 
ior,  like  that  of  the  family,  becomes  rigid;  thus  the  therapist, 
loses  his  or  her  leadership  position  and  Becomes  ineffective.  The 
map  of  'the  family  and  the  therapist's  subjective  thoughts  and 
feelings  are  the  primary  tools  (of  course,  a  videotape  and  a  good 
supervisor  are  , also  helpful).    Because  of  this,  many  authorities 
consider  structural  work  to  be  the  most  demanding  but  also  one  of 
the  most  effective  of  all  .therapeutic  systems  ,(see  Gurman  and 
Kniskorn.1981;  Minuchin  et  al.  1978;  Stanton  1979a). 

Again,  authors  concerned  with  gender  issues  in  family  therapy  ha\  * 
characterized  the  therapist's  style  as  masculine,  especially  as* 
described  by  Minuchin  in  his  earli3r  works  (Gurman  and  Klein  1980; 
Hare-Mustin  1978) .    Little  research  has  explicitly  examined  the 
reactions  of  families  to  a  woman  therapist  or  a  less  masculine 
style,  but  it  is-  clear  from  wcrk  in  other,  forms  of  therapy  that 
different  reactions  are  likely  (Bernardez-Bonesatti  1978;  Reed 
1981)*  many  of  which  will  expand  the  gender-role  assumptions 
within  the*  family. 


THERAPEUTIC  PRINCIPLES 

The  three  primary  therapeutic  principles  include  assessment,  join- 
ing, and*  restructuring.    Although  these  prinpiples  are  interde- 
pendent, we  will  describe  them  separately.    Both  assessi*»nt  and 
restructuring  depend  on  joining,  so  we  will  deal  with  this  first. 

Joining .    Before  assessment  and  restructuring  (planned  change) 
can  occur,  the  therapist  must  join  the*  family;  irv  fact,  structural 
family  therapy  hinges  on  the  ability  of  the  therapist  to  accom- 
plish this.    Tfie  joining  process  involves  the  therapist  making 
personal  contact  with  each  family  subsystem.  ^  In  the  process  of 
joining-,  the  therapist  often  seeks  to  make  each  member  of  the 
family  a-  temporary  Cotherapist  (using  his  or  her  position  to  sup- 
port that  of  the  therapist).    As  this  happens,  the  family  member's 
status  is  reinforced,  and  the  therapist's  status  as  an  insider  and 
leader  becomes  reinforced  (see  Minuchin  1974,  chapter  7,  for  a 
fuller  discussion'of  joining) . 

Assessment.    Assessment  involves  the  therapist  making  a  working 
hypothesis  of  the  family  structure.    This  assessmant  is  not  con- 
sidered, an  objective  final  statement  or  diagnosis  made  after  a 
series  of  interviews,  but  rather  as  an  ongoing  process  in  which 
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SISTER?       ?  ?  Chan9e  the  fa*il*  and  the  family  at- 
tempts to  change  the  therapist.,  Tha  responses  to  the  therapist's 
probes  and  interventions  make  up  the  assessment.  "erapist  s 

The  family  map*  is  used  as  a  tool  to  'assist  the  therapist  in  orga- 

a  rinfi    ?  dlV6rSe  informati°n-    "  is.not  considered  as 

a  final  true  statement  of  the  family  but  only  as  a  working  aid 
The  following  notations  are  added  to  the  ones  described  earHer 
(for  precise  definitions,  see  Minuchin  197«}) :  . 


Conflict 


Overinvolvement 


Detour 


:  Affiliation 
Coalition 


;o\efv°eSian9maSp7y  *~  these  are  put  together 

are'seatefin  IZ'll'  ^  'ohn's  ^ther,,. Johnny,  and  Susie 

are  seated  in  che  therapy  room.    The  therapist  inquires:  ."What 
can  I  do  for  you?"    Mary  starts  talking,  relating  that  John  is 
never  at  home  and  is  more  involved  with  his  mother  and  his  job 
than  he  is  with  her.    Rs  this  is  going  on,  Susie  is  visibly  un- 
comfortable.   John's  mother  interrupt*  Mary  and  signals  Susie  to 

Suas  aL  ^9Ik  SUSle  r6layS  that  BOther  has  a  Problem  "ith 

drugs  and  is  abusive  with  Johnny. 


"  P°Xnt  th«  therapist  has  the  beginnings  of  a  top.  Mother 

and  father  appear  to  be  in  conflict  and  grandmother  has  entered 

ap^°SS"!!nerat^nal  coaliti°«  with  Susie  against  mother. 
This  detours  the  conflict  between  parents  and  identifies  the  prob- 
lem as  residing  inside  Mary.  ,  p 
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This  process  has  the  added  consequence  of  ^levating  Susie  to  an 

authority  equal  or  superior  to  her  mother  and  places  grandmother 

on  an,  equal  level  with  her  son,  John. 

'  «   

>  • 

The  therapist;  makes  the  hypothesis  and  wishes  both  to  evaluate  it 
and  test  the  flexibility  of  the  family's'  interna^  boundary,  so 
she  imposes  a  rule' that  no  one  is* to  interrupt  and  asks  Mary  to 
continue...  Mary  looks  visibly  shaken  and  starts  to  sob  about  her 
drug  taking.    The  therapist  suggests  that  Mary  should  continue 
with  her  opening  remark  about  John,  and  as?  Mary  begins  to  talk, 
Susie  interrupts  agaj.n,  this  time  asking  her  if  she  iwould  like  a 
tissue.    The  therapist  thus  has  additional  information.*  First 
she  is  aware  that  the^  patterns  in  the  family  are  resistant*  tio 
change.    Were  they  flexible,  Susie^would  not  tyave  interrupted 
again;  Mary  or  John  would  not  have  peimitted  it  and  Mary  would 
.not -have  accepted  .grandmother 's  and  Susie's  definition  of  the 
problem  (need) 

The  therapist  now  asks  Mary  to  telJ  Susie  not  to  interrupt  her. 
As  she  turns  to  do  this,  Johnny  immediately  interjects,  defending 
his  sister  by  sayinc^-that  she  was  just  trying  to  be*  helpful. 

The  therapist  laughs  and  says,  "This  is  very  interesting,  this  is 
beautiful.  John,  why  d©  you  think  your  son  and  daughter  are  dis- 
respectful to  your  wife  and  won't  3j£t  her  answer  my  questions?  I 
want  you  to  help  her  so  that  she  will  be  able  to  do  this.  How- 
ever) I  want  you  db  to  this  in  such  a  way  that  she  tails  the  chil 
dren  and  not  you." 

The  therapist  in  this  sequence  has  done  several  things.  First, 
she  contacted  both  Mary  and  John,  imposed  rules,  interrupted 
transactions^  and  gave  directives  to  family  members.    In  addition 
as,  part  of  the  assessment  procedure,  she  has  initiated  changes  in 
the  family's  structure.    In  this  regard  the  therapist  has  begvn 
to  bring  John  and  Mary  together  by  asking  John  to  help  his  wife 
so  that  sjie  can  enforce  a  mors  appropriate  boundary  with  her  chil 
dren.    This  would  have  the  effect  of  elevating  Mary  in  the  au- 
thority structure.  • 

The  therapist  has  many  options  when  interviewing  a  family.  In 
the  above  Situation,  instead  of  asking  John  to  help  his  wife,  the 
therapist  could  have,  asked  Mary  to  discuss  the  issue  with  the 
children:    "Why  are  they  disrespectful  to  you  and  jwhy  won't  they 
listen  to  you?"    In  this  case  the  therapist  has  a  hypothesis  that 
has  been  substantiated — the  reason  the  children  do  not  listen  to 
and  are  disrespectful  of  mother  is  because  grandmother  and  possi- 
bly father  enter  into  a  cros^-generational  coalitron  with  the 
children  and  elevate  them  to  a  position  equal  or  superior  to  thei 
mother.    This  makes  Mary  incompetent  and  gives  the  children  the 
false  status  of  being  a,  parent  to  their?  parent.    This  clearly  a 
violation  of  subsystem  boundaries  and  is  not  good  for  the, chil- 
dren, Mary,  John;  or  grandmother.    Although  the  therapist  has  a 
hypothesis  and  a  plausible  explanation  for  the  interaction,  you^ 
'should  notice  that  she  does  not  just  tell  the  parents  what  she  • 
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ill'  ,ZT  ,  th6r'  b**tu*nin9  the  P«*l«  bapk  onto  the  fam- 
lllLl^  ^  *°  eXP^d  th6ir  v"ion^of,f.a  problem,  structu- 
ralist refer  to  this  type  of  intervention  as  creating  a  workable 

1976).    ft*  "reality"  that  the  family  brings  to  therapy  (e.g 

•  ?!  ™eLi1S  Ch.e»icalli'  dependent;  father  is  never  home;  grandmother  ■ 

'     Each12KSOnf  I"  !vh  £hat  lt  keepS  the  from  changing 

Each  member  feels  blamed  and  .therefore  attacks  the  other  in  a 

!SCSk!    frus*ra*in9  and  .unproductive  interactions.  ,  The  thera- 
■  -.V"!:  partlclPati"9  ^  that  no-win  situation',  helps  the 

family,  start  to  see  a  different  type  of  problem.    The  therapist 

not  create  this  problem  because  it  has  been  there  aU  the 
fer^M      5       *  me^erS  be9in  t0  exPeri*nce  their, problem  dif- 

"    famiS  L  °rer'- thr°U9h         theraPist's  Participation  in  the 
tamily  and  so  are  in  a  better  position  to  change  it. 

"  wealth  fnforain^S  °f  3  the"Py  SCSsion  before  contain  a  ' 
to  JrJanL    S    f  ^°n-    ^  strVCtttfalist  P«ti<ftp.tes  in  order 

of  ft!  £t "S!!^0?  ^  th6n  transf°™  ^  into  a  new  pic- 
ture  of  the  family.    What  is  important  to  remember  is  that  as  the 
therapist  participates  with  the  family,  s/he  actively  uses  the 
family  s  input,  so  that  the  picture  tha  therapist  presents  is  al-' 

•  Z&"S££  "el°n9S-t0         °an  ^  aCC6Pted  »  th'  ^  * 

Restructuring.  Because  things  happen  very  quickly  even  in  'the 
first  moments  in  structural  tnerapy,  the  processes  of  joining, 
assessment,  and  restructuring  do  not  follow  in  neat,  discrete 

aS'boft^h8  alsYPP-arent  iS  the  maP  Prese"ts  the  ther- 

S?W  *f  ,90a    2      2  theraPeutic  direction,    in  the  Landau 

,    structure.    4i9w  would  we  like  to  see  that  structure  at  the  termi- 
nation of  therapy?    Part  of  the  answer  depends  on  further  infor- 
Til?*'      *      ^  famUy  WU1  PrWide'  as  a  res«it  °f  their  reac- 
the  roi-e'ofTh!8  t°  ^    ThiS  ^^.nt  concept  underscores 

tiJZlL    u  »  StrUCtural  family -therapist..  As  an  insider,  th,e 
ItTtltlt  challenges  other  famUy  members  to  push  the  family  beyond 
its  usual  operating  limits.    The  degree  of  reaction,  panic,  or 

H  ^  f19nalS  t0  thG  theraP"t  «>e  degree  of  flexibility 
w.th  the  particular  system.    The  more 'rigid  the  system,  the 

Da^ciengteabeaackU°n-    *"  .~ 

The  therapist  with  this  family  will  need  to  know  to  what  other 
systems  grandmother' is  connected.    An  axiom  of  structural  family  1 
L„S  2  perS°"  Cann0t  disengage-  from  one  subsystem  with-  , 

out  .   ing  engaged  in  another.    The  therapist  will  also  need  to 

^ohnrhenCf  T-T"  °f         SPOUSG  COnflict=     How  supportive  can 
John  be  of  his  wife  as  she'  attempts  to  stop  using  tranquilizers?  ' 
Of  dourse,  more  information  must  bfe  gathered  and  will  be  obtained 
as  the  therapist  attempts  to  restructure  the  famij^v. 

Restructuring  techniques  are  the  most  exciting  aspects  of  struc- 
tural family  tnerapy.    Minuchin  has  identified  six  major  olasses 
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of  rertructuring  operations.    Given  the  scope*  of  this  chapter, 
the  two "best- identified  structural  techniques — actualizing  trans- 
i  actional  patterns  and  marking  boundaries — will  be  discussed?  the 
other  four  will*  be  mentioned  briefly. 
\ ' 

Actualizing  Family  Transactional  Patterns.    The  structural  family 
therapist  is  perhaps  best  known  for  haying  a  .family  act  out  their 
family  drama  in  the* session.    The  family's  real  transactional  ^ 
patterns  are  beyond  its  members 1  awareness;  therefore,  any  tfe- 
scription  of  the .family  by  family  members  is  influenced  by  what 
they 'believe  is  the  problem.    The  therapist  who  relies  on,  the 
family's  definition  of  reality -accepts  that  reality,  which  in  it- 
'  self  is  part  of  the. problem. 

•  Nonverbal  communication  confirms  or  contradicts  what  the  family 

says,  so  the  therapist  should -pay  .careful  attention  to  how  people 
.  act.    In  the  Landau  family ,# for  example,  when  mother  was  sobbing, 
,  Susie  was  visibly  upset.    However,  when  the  therapist  asked  father 
tcr  inquire  how  Susie  was  feeling,  lusS.e  told  her  father  she  felt 
fine.    The  therapist  at  this  point  knows  that  there  are  ruies 
regulating  what  people  are  able  to  admit  to-  each  other. 

In  work  with  chemically  dependent  families  *  several  enactments 
have  been  used  to  dramatize  therapy.    Some  of  these  include  ofr- 
serving  the  behavior  of  the  family  while  members  are  "high"  and 
giving  Antabuse  during  the  session.    These  enactments  demonstrate 
.  how  the  families  organize  around  the  use  of  chemicals  and  how  the 
family  is  different  when  the  chemical  is  available.    This  enables 
the  therapist  to  recognise  what  will  be  needed  to  eliminate  the 
symptom  (Steinglass  1977) .  , 

^  .  L 
Less  extreme  enactment  is  achieved  by  directing  members  of  the  * 
family  to  talk  with  each, other  rather  than  with  the  therapist. 
An  example  of  this  was  seen  in  the  interview  with  the  Landau  fam* 
ily  when  the  therapist  asked  Mary  to  talk  to  her  children  about 
why  they  interrupted  her.  '  , 

Another  well-known  technique  of  actualizing  transactional  patterns 
is*  the  manipulation  of  space.,   The  structuralist  is  concerned  with 
mapping  the  family  in  space  *    Location ■ serves  as  an  important, 
metaphor  foi  the  closene&s  and  distance  that  exist  between  people. 
For  example,  the  therapist  noticed  that  when  the'Lar.dau  family  * 
entered 'the  therapy  room,  the  children  sat  between  mother  and  S 
father,  with  grandmother  flanking  father's  other  side.    As  the 
session  .progressed  and  the  therapist  moved  to  hiving  mother  and 
father  taik  with  each  other,  she  asked  the  children  to  change 
seats:     "How  are  mom  and  dad  ever  going  to  talk  with  each^ other 
•  and  get  things  worked'out  if  they' can't  even  see  or  hear~each 
other  with  you*kids  being  in  the  way?"    This  conversation  thus 
uses  the  metaphor. .of  space,  as  well  as  the  actual  manipulation  of 
the  seating  arrangements,  to  highlight  the  way  in  which  the  family 
is  problematically  organized.' 
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The  structuralist  uses  an  enactive  style  of  communication.    Rather  - 
than  ask  mother  why  her  daughter  won't  listen  to  her,  this  thera- 
pist will  ask  her  to  talk  in  such  a  way  that  the  daughter  will 
HtlT'    ThlS  Style  enCOUra<jes  ana  *rin*s  aotion  ^to  the  therapy 

Harking  Boundaries.    The  structuralist  is  concerned  with  protect- 
ing each  individuals  right  of  autonomy  and  need  for  support?. 
Each  family  s  subsystem  should  have  clear,  and  flexible  boundaries 
The  example_s  given  to  highlight  certain  enactors ,  therefore,  can 
also  be  seen  as  marking  boundaries  and  protecting  the  interactions 
between  family  members. within  key  subsystems  free  interference  by 
other  family  members  (e.g.,  "How  can  pom  and  dad  talk  without 
■interruption  from  Susie?")         »  . 

Escalating  stress.    All  of  the  restructuring  techniques 'mentioned 
ofV^L      T  °f*scalati™  stress,  a  necessary  component 

<\?  T  „    "inuchi.n  once  8aid  that  crisis  includes  both  opportu- 
nities W  danger.    Rather  than  fear  stress,  the  therapist  must  - 
encourage  it  so  tliat  change  is" possible. ' 

. -Blocking transactions.  -  The  therapist  can  always  create  stress  by" 
not  allowing  family  members  to  use  their  normal* channels  of  com-  ' 
munication.    In  the  Landau  family  interview,  the  therapist  imposed 
Vit.         n°  one*was  to- interrupt.    By  blocking  this  maneuver, 
she  did  not  allow  the  conflict  (in  this  case  between  Mary  and 
John)  to  be  detoured  through  Susie. 

...  •  «* 

taking  the  Implicit  Explicit.    Family  members  are" rarely  aware  of 
the  implicit  meanings  of  their  communication.    Again,  in  the  Landau 
family  when  the  therapist  asked  the  children  to  get  out  of  their 
parents*  .way,  and  therefore  their  relationship,  she  made  the  im- 
plicit explicit,,  a  move  that  is  likely  to  .heighten  stress. 

Selectively  Joining  an  Alliance  or  Coalition.    In  this  powerful 
yet  dangerous  technique,  the  therapist  must  be  careful  that  s/he 
has  the  flexibility  to  change  alliances  should  the  family's  tol- 
erance for  stress  become  too  great.    Even  when  tha  therapist  joins, 
one  subsystem  in  the .family  in  an  attack  on  another,  s/he  must 
•lso  be  skilled  enough  to  support  the  subsystem  under  attack. 
,  Minuchin  refers- to  this  maneuver  as  "kick  and  stroke."    That  is, 
each  time  a  structuralist  attacks  a  family  member,  s/he  also  pro- 
vides support.    For  example,  the  therapist  could  help  Mary  attack 
her  husband  for  not  being  more  available  and  join  in  that  anger 
but  the  therapist  could  also  interpret  John's  behavior  as  an  at- 
tempt to  asfcrt  his  independence  by  resisting  being  told  what  to 
do.    This  also  relates  his  behavior  with  his  wifo  to  his 'implicit 
struggle  with  his  mother.     •  . 
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NETWORK  ON  ECOLOGICAL  APPROACH 


ORIENTING  PRINCIPLES 

An  ecological  orientation  follows  directly  from  the  systems  model 
detailed  earlier*     It  seeks  to  explain  behavior  in  an  individual* 
unit  (person  or  family)  by  understanding  the  complex  interchanges 
between  the  family  and  its  environment.    This  approach  differs 
from  traditional, family  therapy  in  that  it  expands  the  boundaries 
of  the  system  beyond  the  nuclear  family  to  encompass  the  total 
community.    In  addition,  it  focuses  precisely  on  the  interfaces 
between  systems  and  on  communication  processes  taking  place  at 
those  interfaces* 

Auserwald  (1968)  stressed  that  an  ecological  approach  makes  it 
possible  to  identify  the  life  areas  in  which  an  individual  family 
or  social  network  needs  assistance.    This  approach  can  help  ther-„ 
apists  mobilize  and  coordinate  the  resources  of  the  family  and 
the  community  to  help  restore  and  stabilize  the  family.    It  does 
this  by  broadening  the  focus  of  intervention  to  the*  formal  and 
informal  systems  in  which  family  memberr  interact.    It  also  pro- 
vides a  framework  to  help  various  agencies  coordinate  their  serv- 
ices rather  than  make  separate,  often  fragmented  helping  attempts 
and  conflicting  demands  og  a  given  family. 

An  ecological  approach  may  be  especially  important  for  "women  with 
few  or  stressful  linkages  to  friends,  neighbors,  *social  agencies, 
or  institutions-    For  instance,  many  women  entering  drutf  abuse 
treatment  have  many  responsibilities  and  needs  for  services,  have 
few  people  they  can  turn  to  for  hel^,  and  have  erratic  or  no  re- 
lationships wi,th  relevant,  medical  or  Social  agencies  ^that  could 
h^lp  them  financially,  physically,  .and  emotionally  (Reed  and 
Leibson  1981;  Tucker  1980)  •    Some  women  may  have  repeated  en- 
counters with  the  criminal  justice  system,  protective  services, 
their  children's  schools,  or  various  nealth  and  emergency  serv- 
ices.   Each  agency  then  tries  to  help  the  woman  or  a  family  member 
or  to  exert  social  control  over  behaviors  society  has  defined  as 
unacceptable  (e,£. ,  crime,  child  neglect).    Some  of  the  woman's 
family  members  may  be  trying  to  cooperate  with  an  agency  or^ha^ve 
asked  for  help,  while  others  may  resent  outside  intervention. 
Without  an  ecological  framework  and  coordination,  this  interdis- 
ciplinary approach  is  likely  to  make  enormous  demands  on  an  al- 
ready overstressed  family  and  will  exacerbate  relationships  and 
.coping  problems  among  family  members.    The  therapist  may  also  miss 
possible  sources  of  support  and  stability  among  key  friends  or 
neighbors,  and  perpetuate  patterns  of  many  concerned  persons  work- 
ing at  cross  purposes. 

There  is  no  clearly  identified  therapeutic  procedure  associated 
with  an  epological  approach,  but  several  author-  have  sought  to 
create  assessment  tools.     For  example,  Hartman  (1972,  1978)  has 
developed  what  she  calls  the.eco-map^    The  map  is  constructed  by 
the  therapist  as  he  or  she  interviews  the  identified  family. 
Using  the  metaphor  of  energy  exchange,  Hartman  builds  a  visual 


picture  of  the  family  and  its  relationships  with  its  ecoiogy  by 
noting  the  mutual  exchanges  of  concrete  services  ahd  emotional 
support •    Figure  4  shows  a  facsimile  of  Hartman's  eco-raap  (an  un- 
completed map)       ?  ,  •  , 


FIGURE  4.  Eco-map 

On  this  map  the  therapist  symbolically  fills  in  the  family's  ecol- 
ogy.   *To  paraphrase  Hartman 's  instructions:  In  tMe  center  circle 
draw  a  picture  of  the  immediate  family  using  the  same  symbols  as 
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you  did  for  the  gencgrara  (see  figure  1) .    After  doing  this,  ask 
about  the  family's  relationship  with  each  of  the  social  institu- 
tions contained  in  the  map.    You  can  add  additional  categories 
that  more  accurately  reflect  a  particular  family.     Indicate  the 
nature  of  the*  relationship  by  lines.    Examples  Hartman  gives  are^: 


strong 
tenuous 
stressful 
overt  conflict 


X  X  X  X  X 


over  involved  /- 


You  can  also  draw  arrows  along*  the  lines  to  indicate  the-pferson 
who  initiates  contact  or  the  direction  in  which  resources  flow. 
Hartman  encourages  practitioners  to -modify  the  map  to  suit  their 
own  needs.  / 

The  ecological  interviewer  asks  several  important  questions:      ,  ^ 
Whicfi  institutions  interface  with  t^e  organism?    What  is  their 
relationship  to  the  organism?    What  are  their  relationships  with 
each  other  vis  a  vis  the  client?    And  how  can  the  process  within 
the  family  be  understood  and  interpreted  in  the  light  of  these 
relationship  systems? 

Another  advocate  of  the  ecological  approach  is  Hoffman  (1977, 
pp.  501-519;  Hoffman  and  Long  196j}L*_  "Like^Auserwald  and  Hartman, 
she  views  the  client's  problem  as  resulting  at  least  partially 
from  relationships  to  the  larger  social  and  caregrving  systems. 
Because  neededsfirvice^s  are  dispersed  by  separate  and  often  un- 
coordinated  agencies,  clients  who  already  feel  power leas  are  often 
given  conflicting  instructions  and  expected  to  respond  to  many 
different,  assumptions  andt oftenr ambiguous  messages.    In  this 
model,  then,  the  family  becomes  the  identified  patient.    The  eco- 
logical intervenor  works  to  deemphasise  the  intervener's  power 
within  the  family  while  helping  the  family  interact  with  community 
organizations  from  a  position  of  knowledge  and  strength.  Tech- 
niques are  structured  to  bring  about  change  on  two  system  levels: 
the  f amily  and  the  caregiving  agencies.    This  is  accomplished  by 
giving  sensitive  assignments  to  various  family  members,  holding 
counseling  sessions,  and  signing  individual  and  joint  contracts 
with  professionals,  all  with  the  purpose  of  addressing  problems 
that  exist  at  the  interface  of  ^he  multiple  systems  involved. 

It  is  not  uncommon,  for  -example,  \f or  fami  ies  to  be  referred  to 
therapists  from  multiple  sources.    Sometimes  *  as  in  the  case  of  a 
child  v  elf  are  referral  for  a  child  in  foster  care  or  a  probation 
officex 's  referral  because  of  criminal  activity,  each  agency  has 
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the  ear  of  the  judge  and  each  can  influence  him  or  her  depending 
1^  see  ^  P"blem  and  its  correct  solution.    When  these 

SSw     /J°    t  ^f6'  *  conflict  is  established  that  places 
therapist  in  the  middle,    just  as  not  dealing 
with  conflicts  between  parents  exacerbates  the  problems  of  a 

t£t  8°        ^  th8  C°Vert  conflict  °f  multiple  agencies,  exac- 
erbate problems  for  the  therapist  and  the  family.  Therefore 

^i^n!!ifL8lind^  theraPists  ™»*  their  focus  to  address  ' 

this  specific  problem.    For  example,  the  therapist  could  ask  the 

f*^    <t?^Vlte  tte  two  agency  representatives  to  a  meeting,  and 
■  s/he  could,  support  the  client  in  asking  fpr  a  clarification,  of 
what  they  expect  of  her.    Sometimes  a  phone  call  or  meeting  be- 

th!r!!nf  ^.Pr0!e3!i0nalS  18  suffic^"t.    Whatever  the  action,  the 
therapist's  strategy  should  be  based  on  an  accurate"  assessment  of 
the  situation,  and  should  have  the  long-term  goal  of  (1)  freeing 
the  client  from  the  overinvolvement  of  multiple  agencies,  'or 
12)  helping  her  deal  more  effectively- witA  them. 

An  ecological  framework,  then,  allows  the  therapist  no/only  to 
understand  the  effects  that  family  interactions  and -patterns  have^ 
on-indiyidual  members,  but  also  how  family  dynamics  are  influenced 
Sf2£      9f  -eXtrafami"al  institutions  of  kinship,  neighborhood, 
friends,  and  community  institutions.    Ecological  interventions  ' 
might  choose  to  focus  on  only  a  component  of  the  larger  system, 
;to  establish  new  relationships,  to  intervene  with  problematic 
interactions,  or  to  Coordinate  conflicting  or  chaotic  exchanges 
In  network  intervention,  the  interveners  work  on  numerous  levels 
at  once.  * 


NETWORK  INTERVENTION 


Social  network  therapists  (Attneave  1969;  Speck  1057.  speck  and 
Attneave  1973;  speck  and  Rueveni  1969)  assemble  a  family's  total 
social  network*  1  UU"H 

1 

...  to  stimulate,  reflect  and  focus  the  potentials 
within  the  network  to  solve  one  another's  profilems.  By 
strengthening*  bonds,  loosening  binds,  opening  new  chan- 
nels, facilitating  new  perceptions,  activating  latent 
-      strengths,  and  helping  to  damp  out,  ventilate,  or  exer- 
cise jpthology,  the  social  network' becomes  •  thejlife- 
sustaining*  community' within  the-,  social  matrix  of  each 
individual  [Speck  and  Attneave  1973,  p.  49]. 

1  .         %,  •  • 

After  a  thorough  network  assessment,  the  family  is  instructed  to 
contact  and  invite* their  relatives,  friends,  neighbors,  work  as- 
sociates, and  significant  Helpers  from  churches,  schools,  social 
agencies,  and  ins*i4;ucit>ns  "who  are  willing  and  able  to  take  the 
risk  of  involvements  (speck  and  Attneave  1973,  p.  20). 

As  the  family  therapist  redefines  a  "labeled"  individual  as  a 
family  problem,  the  network  intervener  redefines  the  presenting 
problem  as  the  result  of  the  alienation  and  the  fracture  of 


389 


3D 


e 


relationships  surrounding  "tfie  identified  patient*    The  therapist 
sees  the  social  matrix. in  which  the  family  is  embedded  as  the 
primary%  source  of  disturbance  and  the  most  powerful  avenue  for    ,  % 
change.  >^ 

Social  network  intervention  is^articularly  successful  in  situa- 
tions of  extreme  fami^y^stress  and  desperation  and  is  not  appro- 
priate for  all  families.    Some' families  request  "a  network"  for 
themselves.    Other  logistics  factors  that  influence  the  decision 
to  enact  a  network  are  *(1)  proximity  of  potential  members, 
.(2)  availability  of  professionals.,  and  (3)  the  problem  of  getting 
the  family  to  invite  40  to  §0  people  to  the  network  meeting. 

Network  interventions  generally  do  not  last  longer  than  6  weeks. 
The  therapy  team  helps  tc  build  problem-solving  groups  at  the 
meeting  from  the  extended  family,  neighbors,  Triends,  and  social 
agency  representatives  present;,  with  the  nuclear  family  il\  the 
middle.  *  Speck  and  Attneave  (1973)  described  a  series  of  six 
stages,  potential  "stall"  points  in  the  process,  and  explained 
how  intervention  team  members  should  organize  and  conduct  them- 
selves.   A  few  specific  areas  are  identifed  to  be  addressed.  Over 
time,  a  few  "network  activists'1  emerge  who  are  willing  to  take 
responsibility  for  providing  leadership  and  coordinating  the  ef- 
forts of  other  network  members,  often  via  committee  structures. 
For  instance,  a  client  may  need  better  medical  or  health  care  but 
has  not^'followed  through  in  seeking  it.    Activists  might  set  up 
weekly  meetings  with  her  to  help  her  set  appointments  and  follow 
through  on  them.    Eventually  the  treatment  team  leaves  and  the 
group  or  committees  continue  to  work, 

< 

<z 

Callan  et  al,   (1975)  described  network  interventions  fcr  drug  ad- 
dict clients  as  they  reenter  the  community  from  a  residential  set- 
ting.   They  list  some  or*  the  key  steps  and  procedures  they  have 
followed  for  readers  interested  in  learning . how  to  do  this.  Other 
types  of  network  sessions  educate  and  coordinate  the  efforts  of 
people  who  care  about  the  client  .and  have  some  ^influence  over  her. 
Without  this  coordination,  their  efforts  to  help  her, are  not  ef- 
fective and  may  even  keep  her  from  facing  the  effects  her  chemical 
dependency  is  having  on  her  own  and  others1  lives. 


MULTIPLE  FAMILY  GROUP  THERAPY 

\  ORIENTING  PRINCIPLES 

Multiple  family  grouo  therapy  (MFGT)  involves  several  families 
(usually  three  or  more)  who  gather  together  to  discuss  common 
problems.    Usually  one  or  morf  members  of  each  family  have  been 
identified  by  a  psychiatric,  legal,  or  social  service  agency  as 
needing  help  of  some  kind.    The  groups  vary  in  size  depending  on 
the  number  of  families,  co therapists,  a.id  observers.    MFGT  draws 
on  principles  of  both -group  and  family  therapy., 


Data  on  the  pretreatment  history  of  chemically  dependent  women 
show  that  'their  non-drug-involved  network  of  social  relations  has 
•often  baen  shattered.    Interpersonal  help  often  comes  from  friends 
who  are  also  involved  with  drug  use.'   These' situations,  combined 
with  exhausted  family  resources,  place  the  recovering  addict  in  a 
dilemma      If  she  turns  to  friends  for. support,  this  involvement 
can  lead  to  more  rejection  by  her  famiiy.    Barred  from  family  re- 
sources, she -may  be  forced. to  turn  to  often  exploitive  relation- 
ships for  support.    Faced  with  overwhelming  survival  .needs/  she 
may  suppress  negative  feelings,  concealing  emotional  and  inter- 
personal needs  which  in  turn  lead  to  greater  depression,  loneli- 
ness, isolation,  and  perhaps  a  return  to  drugs.    Given  the  above, 
it  is  not  surprising  to  find  .many  treatment  settings  using  a  form 
•  of  MFGT  because  it  seems  to  address  the  Heeds  outlined  above 
Kaufman  and  Kaufmann  (1979a)  feel  that  MFGT  may  well  be  the  best 
intervention  for  single  parents  wi.th  small  support  systems  because 
it  can  lead  to  new  "extended"  family  structures.    MFGT  has  been 
successfully  applied. in  both  inpatient  and  outpatient  settings 
(Bartlett  1975,  pp.  262-82;  Kaufman  and  Kaufmann  1979b). 

■  MFGT  has  been  particularly  Useful  at  the  point  of  discharge  from 
residential  to  outpatient  status.    The  recovering  individual, 
haying  recently  spent  from  1  to  12  months  or  more  in  a  community 

N established  to  support  breaking  the  dependency  cycle,  is  suddenly 
thrust  into  settings  that  have  come  to  expect  her  bo  be  incompe- 
tent.   Although  the  family  does  not  purposely  set  out  to  sabotage 
the  gains  made  in  treatment,  the  integration  of  this  individual 
back  into  the  family  network  is  often  difficult.    Meeting  with 
other  families  that  share  this  dilemma  in  an  atmosphere  of  mutual 
support  allows  the  family  to  reorganize  itself  around  a  "non- 
pathological  individual"  so  they  are  neither  too  tentative  with 

•or -overreact  to  her  when  she  returns  to  the  family.  ' 

The  multiple  family  group  setting  also  supplies  direct  peer  sup- 
port for  the  recovering  individuals,  who  are  also  undergoing  a 
similar  transition  process.    Curry  (1966)    oted  that  many  multiple  \ 
family  groups. break  down  into  smaller  ones  and  that  these  smaller  \ 
groupings  are  not  necessarily  organized  around  family  boundaries. 
Many  subgroups  will  form  around  -fathers,"  "mothers,"  "patients," 
or    adolescents."    These  smaller  groupings  both  push  their  members 
for  change  and  offer  support  and  protection. 

MFGT  has  also  proven  to  be  valuable  before  termination  in  resi- 
dential programs  and  in  more  traditional  outpatient  programs. 
These  groups  encourage  previously  "bur—,  out"  families  to  try 
again  for  their  female  members  and  to  get  something  for  themselves 
in  the  process.    This  approach  can  cou.-ceract  the  one-way  flow  of 
resources  from  family  to  "addict."    A  second  reason  the  groups 
are  valuable  is  that  they  begin  to  reverse  the  isolation  charac- 
teristic of  female  addicts  and  their  families.    Members  of  the 
group  often  meet  outside  the  treatment  setting.    They  exchange 
information; .services  such  as  babysitting,  shopping,  and  home 
repairs;  and  accompany  each  other  to  medical  and  social  service 
appointments,    it  is  also  not  uncommon  to  find  families  socializing 
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with  each  other ,  ♦ either  as  individuals,  couples,  or  ^hole  fami- 
lies.   This  aspect  of  the  support  function  served  by  the  group 
has  led*scme  observers  (e.g. ,  Laqueur  1972)  to  consider  that  MFGT 
supplier  functions  similar  to  more  traditional  therapeutic  self- 
help  groups,  such  as  Parents  Anonymous,  Alcoholics  Anonymous,  and. 
Women  for  Sobriety.  ► 

Because  the  MFGT  combines. aspects  of  group  and  family  therapy, 
several  researchers  have  suggested  that  it  is  superior  to  either 
modality.    For  example,  Lewis  and  Glasser  (1965)  noted  that  by 
combining  patient  and  "family  groups  they  were  able  to  break  each 
family's  heed  to  maintain  rigid  family  myths.    This,  is  extremely 
important  in'  challenging  and  evaluating  the  deviant  role  played 
by  the  addicted  individual,    in  reviewing  Lewis  and  Glasser' s 
work,  strelnick  (1977)  suggested  that  the  rules  of  the  therapeutic 
group-conflict  with  the  rigidity  of  the  families1  rules^  such  that 
as  the  group  grows  in -size,  the  importance  of  individual  family 
rules  diminishes.    "Large  groups,"  strelnick  (1977)  wrote,  "con- 
centrate on  behavioral  adjustment,  social  learning,  and  problems 
of  communication,  while  smaller  groups  tend  to  focus  on  more  in- 
dividual problems."       .  . 

Advocates  of  MFGT  stress  that  by  combining  family  units  in  ther- 
apy, the  fofcus  is  more  easily  widened  to  spotlight  the  family  as 
the  treatment  unit  and  not  just  the  individual.    Helping  the  fam- 
ily  to  make  this  shift  is  one  of  the  most  difficult  processes  in 
all  family  therapy,  especially  when  the  client  (in  this  case,  the 
chemically  dependent  woman)  often  cooperates  with  her  family's 
view  that  she  is  the  problem.    If  strelnick  is  correct,  then  MFGT 
should  be  a  seriously  considered  treatment  choice' for  chemically 
dependent  women. 


GOALS 

The  general  goals  of  MFGT  can  be  summarized  as  changing  family 
interaction  and  increasing  the  family's  awareness  and  sensitivity 
to  its  environment  (strelnick  1977) .    within  this  general  goal 
statement,  others  "(Curry  1966;  Laqueur  1970)  have  identified  more 
specific  goals:     (1)  more  efficient  use  of  staff  time;  (2)  involv- 
ing the  family  in  the  "patient's"  treatment;  (3)  placing  the-proB- 
lem  "in"  the  family  as  opposed  ,to  "in"  the  identified  patient; 
(4)  increasing  insight  (Kimbro  et  al.  1967);  (5)  reducing  the  ' 
family's  source  of  stigma  and  isolation;  and  (6)  providing  the 
identified  patient  with  support  and  reducing  her  isolation. 

When  attention  is  turned  to  the  therapy  team  itself,  most,  if  not 
all,  reports  of  MFGT  advocate  the  use  of  cotherapy  teams.  Kauf- 
man and  Kaufmann  (1979b)  have  suggested  the  use  of  up  to  five 
therapists  in  a  program  combining  multiple  networks.    For  the  most 
part,  treatment  teams  are  generally  made  up  of  two  therapists,  who 
first  must  provide  the  therapeutic  group  with  (1)  support,   (2)  a 
nonjudgmental  atmosphere,  (3)  stimulation  and  expression  of  prob- 
lematic communication,  (4)  encouragement  to  verbalize,  and  * 
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(5)  Reality  testing.  Second,  as  we  have  indicated  with  other  ad- 
^  locates  of  cotherapy,  cotherapists  musV/provide  a  model  for  *ami- 

lies  through  their  own  interaction  with  each  other.  Finals, 
.  cotherapists  must  develop  introspection  in  the  iSmilies  by  (1)  fo- 
cusing on  how  members  of  the  group  relate;  (2)  pointing  out  whether 
family  interaction  achieves  its  goals,  challenging  them  where  it  " 
does  not,  and  .(3)  encouraging  alternative  behaviors  (Strelnick 


GROUP  STAGES 


Although  many  actors  describe  the, therapy  process  in  idiosyncratic 
terms  (Kaufman  and  Kaufmann  1979b;  Laqueur  1972),  the  MFGT- gener- 
ally goes  through  a  series  of  specific  stages.    Blomfield  (1972) 
has  identified  four  group  stages— pregroup,  second,  third,  and 
fourth,  ^ 

Pregroup  stage.    During  this  phase  the  group  is  still  ordered  by 
their  previous  organization  and  has  not  evolved  its  own  structure. 
This  stagers  characterized  by  much  joking  and  greeting,  po'litfe 
behaviors,  and  laying  down  ground  rules.    The  focus  is- still  on  - 
the  individual  patient,  and  generally  family  members  speak  about 
each  other  rather  than  directly  to  each  other. 

Second  Stage.,    This  stage  is  characterized  by  the  emergence  of 
peer  group  support,  which  occurs  around  the  third- to  fifth  meet- 
ing.   Members  of t different  groups  (e.g.,  parents,  male  siblings) 
•may  meet  together  rather  than  with  their  families.    This  stage 
marks  the  beginnings  of  .cross-generational  dialog.    The  peer 
groups,  who  are  now  giving  support  to.  each  other,  begin  to  con- 
front and  challenge  other  groups  so  that  anger  and  hostility  ap- 
pear, .which  reveals. rble  and  power  struggles  in  the  families.  * 
jWhen  working  with  the  families  of  chemically  dependent  women, 
; therapists  must  be  aware  of'theij  own  biases  concerning  women's 
issues.    Many  women  writers  go  a  step  further  (Babcock  and  Connor 
1981;  Corrigan  1980;.  Hare-Muscin  1978)  and  advocate  that  the  ther- 
apist must  challenge  the  limiting  nature  of  wqmen's  roles  and  * 
family  identities.    Finally,  at  this  stage  -there  fs-an  erosion  in  ' 
the  distinction  between  "sick  and  well." 

Third  Stage,    This  is  the  period  of  greatest  intensity  and  active 
ity.    During  this  stage  crises  generally  occur  that  lead  to  an"^ 
organizational  restructuring  in  the  family.    Hidden  marital  prob-  , 
lems  may  emerge,    overt  cpnfrontation  occurs,  and  the  groups  b—  V 
come  less  dependent  on  the  cotherapist  teams  and  increasingly 
assume  leadership  for  structuring  their,  ^goals  and  providing  their 
support.  '  . 

.  -  ■  y 

fourth  Stage.    This  stage  is  characterized  by  a  consolidation  of 
gains  made  during  the  sessions.    The  reorganization  of  each  family- 
is  supported  and  reinforced,  and  a  .more  functional  homeostasis 
should  have  been  reached  4  J> 


•  393 

402  • 


Most  persons  who  have  jrritten  about  MFGT  do  not  promote  a  specific 
model  of  treatment;  in  fact,  they  have  implied  that  the  group  it- 
self provides  the  necessary  structure  for  therapy.    Also,  most  1  p 
writers  tend  to  assum?  that  therapists  are  familiar  with  both 
group  and  family  techniques  and  that  they  can  simultaneously,  track 
the  progress  of  the  group  as  well  as  of  each  family.    Earlier  we 
indicated  our  bias  against  eclecticism  for  beginning  family  ther- 
apists, anti  that  is  perhaps  our  greatest  ambivalence  about  MFGT. 
Our  second  caution  is  the  assumption  that  one  should  rely  on  a 
group  structure  to  supply  the  expansion  of  the  initial  problem  to 
a  family  problem.    We  believe  that  this  skill  must  be  mastered  by 
each  family  therapist  in  any  setting,  whether  with  1,  2,  or  15 
families*  J 

Finally,  several  writers  have  noted  that  there  has  been  little 
research  on  the  effectiveness  of  MFGT  (Laqueur/1972;  Strelnick 
197 7 )T   Although  proponents  strongly  advocate  its  superiority; 
preliminary* data  suggest  that  MFGT  is  not  necessarily  superior  to 
more  traditional  family  therapy  (Strelnick  1977).    Given  the  state 
of  outcome  evaluation  in  family  (and  other  types  of)  therapy, 
however,  some  chemically  dependent  women*'  and  their  families  are 
likely  to  be  better  served  by  this  approach.    We  have  notecl,  for 
'  example,  the  importance  of  reducing  stigma  and  iso. ation  and  of  • 
counterbalancing  family  burnout,    in  conclusion,  we  encourage 
therapists  to  experiment  with  MFGT  and  evaluate  it  personally. 

*  '  • 
As^  a  summary,  table  2  abstracts  the  major  information  regarding 
the  above  models.    A  similar^ chart  was  developed, by  Bermann  (1974) 
several  years  ago.  * 


WHAT  THERAPISTS  CAN  DO  TO  GET  STARTED 

'The  success  of  this  chapter  can  be  measured  in  the  numbers  of 
people  who  want  to  change  what  they  do  as  a  result  of  rciading  ijb. 
Hopefully,  those  who  are  lot  already  involved  in  work  with  chemi- 
ically  dependent  families,  will  give  more  corisideration  to  the 
possibility  of  applying  tnic  approach  with#  families  of^women  cli- 
ents. Others  may  have  encountered  new  ideas  that  can  be  incorpo- 
rated into  their  work.  4 

Therapists  should  think  about  the  people  they  are  seeing  and  the 
problems  %tl>ey  present,  and  they  should  ask  the  following  <ujes\ions: 
Are  they  victims  or  are  they  victimizers?    Are  they  neglectful  of 
their  family  or  are  they  being  neglected  by  their  family?  what 
labels  have  been  given  to  them?    Can  you  see  them  differently  npw? 
Can  you  t£ink  of  questions  that  you  want  to  ask  that  weren't  im- 
portant before?    How"  is  the  victim  not  a  victim?    how  is  the  vac-  * 
timizer  helpful?    When  they  neglect  their  families,  who  steps  in 
and  fills  their  shoes?    What  would  this  helpful  person  do  if  s/he 
wasn't  needed? 

The'  questions  are  unending,  once  the  camera  moves  ever  so  slightly 
to  allow  more  of  the  background  to  become  foreground;  we  give  up 
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TABLE  2.— Family  therapy  models 


Multigenerational * 


Variation 


Activity  6f 
therapist 

Flow  of 
communication 


Counter- 
indications 


Therapeutic 
unit 


Number  of 
therapists 


Bowen 


Intensive 


Passive 
outsider 
/ 

Therapist 
to  family 


None 
against 


Passive 
outsider 

Betweerf 
therapist 
and  family 

None 
"against 


Strategic 


Structural 


MFGT 


3  or  4  *< 
generations 


3  or  4 
generations 


Active 
outsider 

Therapist 
to  family* 


None 
against 


'  Nuclear 
family  or 
active 
family 
unit 


1-4 


Active 
insider 

Between  f 
family-  and 
therapist 

None 
against 


Nuclear 
family  or 
active 
family 
unit 


Active 
outsider 

Between 
families 


None 
against, 
good  with 
isolated 


3  or  4 
families 
(or  more) 


3-5 


Eco-Network 


Active 
outsider 

Between 
agencies, 
family,  etc. 

Nonfi 

against', 

good  when 

multiple 

systems 

involved 

Friends, 
neighbors , 
family, 
other 
agency 
staff 
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TABI^E  2, --Family  therapy  motfels— Continued, 


Variation 


Significance 
of  history 


.Relation  to 
exterior 

Duration 


Location 


Muitigenerational 


Bowen 


Great 


Extended 
family 


Long  term 
(more  than 
1  year) 

Therapist's 
office  or 
counseling  , 
room 


Intensive 


Strategic- 


Structural 


MFGT 


Great 


Extended 
family 
« 

Long  termSS^ 


Therapist's  . 
office 


Little 


Little 


Short  term 
(less  than 
1  year) 

Therapist's 
office 


Little 

Little 
Short  term 


Therapist 1 s 
office 


Hay  be  « 
great  or 
.little 

Other  . 
family 

•Short  to 
long 


Therapist  'sr 
office 


Eco-Networ»» 


Little 


Natural 
environment 

Short 


Family  home 
or  related 
hali 


some  individual  detail  for  a  larger  picture.    Asf  the  picture  ex- 
pands, the  therapist  »s  work  will  vary— the  '"sabotage"  of  the  prog- 
ress made  by  the  chemically  dependent  person  by  family  members 

.becomes  mpre  understandable  ana*  more  predictable,    As  we  under- 
stand the  system  and  the^por'tance  of  the  symptom  to  the  system, 
we  become  less  angry  at  the  saboteur^  and /become  more  inventive  in 

,  ways  to  make'  that  person  a  part,. of  the  change. 

In  working  with  .the  families  and  networks:  of  chemically  dependent 
women,  therapists  must  remember  that  drug  and  alcohol  treatment 
programs  have,  for  the  most  part,  been  organized  for  chemically 
dependent  men.,  We  now  know  that  men  and  women  in  the  same  facil- 
ity do  nof  necessarily  receive  the  same* services „    A  family  ther- 
apist may^also  share  limiting  cultural  views  of  women1  -5  (and 
men»s)  appropriate  roles  and  be  less  sensitive  to  alternatives 
that  might  be  mo*e  adaptive  in  some  families  or  more  fulfilling" 
for  some  women  (Hare-Mustin  1978) . 

Family  therapy,  in  and  of  itself,  will  not  counteract  a  setting 
that  has- different  standards  for  women  or  a  therapist  who  lacks 
\gender  sensitivity.    But  family,  therapy  can,  if  applied  with  sen- 
sitivity to  the  chemically  dependent  woman  and  her  family,  make  a 
unique  contribution.    The  woman  who.  is  chemically  dependent,  is 
likely  to  be  pivotal  in  the  family  situation  because  cuie  o/a 
woman's  roles  is  to  be  responsible,  for  the*welfare  of  her  family. 
*Tf  things  go  wrong,  she  is  likely  to  be  blamed 'and  may  b?  burdened 
by  guilt.  *  Women  who  are  chemically  dependent  feel  and  are  thought, 
to  be  "worse"  than  men  in  the  same  situation  (Colten  1980)  and  are 
less  likely  to  be  supported  by  oth  *«j  as  a  result.    Thus,  when  * 
working  with  the  family  of  the  chemically  dependent  female,  ther- 
apists must  pay  special  attention  to  the  potential  of  misinter- 
pretin^fie  problems,  forced  on  her  as  originating  "in  her."    For  „ 
this,  therapists  may  need  additional  training  in  family  therapy.  * 
Therapists  should  also  be  vigilant  about  the  sensitivity  of  the 
training  program  and  trainers  to  gender  differences,  the  conse- 
quences of  stereotyped  roles,  and  the  implications  of  status  dif- 
ferences between  men 'and  women.  *~'  * 

A  list  of  training  institutes  and  programs  available  in  the  dif- 
ferent perspectives  appears,  in  the  appendix.    Therapists  with 
limited ^resources  can  locate  workshops  given  by  experts  both  • 
locally  and  at  greater  'distances,  or  they  could  contract  with  a 
knowledgeable  person  for  in-service  training  at  the  agency. 

Tf  funds  are  limited,  therapists  may  have  to  be  more  creative* 
Perhaps  they  can  exchange  training  sessions  with  another  agency 
that  does  family  work  or  agree  to  provide  educational  experiences 
for  students *in  exchange  for  some  staff  training- by  college  or 
university  faculty  knowledgeable  about  family  work.  Therapists 
might  also  arrange  to  observe  others  who  do  family  work  or  volun- 
teer some  time  in  a  family  agency  to  take  advantage  of  their  in- 
service,  training.    Just  beginning  to  thin*,  differently  about  your 
clients  will  affect  how  you  work  with  them.  i 
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Ongoing  Supervision  should  be  a  central  component'of  any  family 
therapy  work  whenever  possible.  '  It  helps  to  develops  support  %  " 
group  among  persons  within  the  agency  who  are  interested  in  family 
work,  or  as  one  famous  family  therapist  put  it,  form  a  "cuddle 
group"  that  will  hold  up  therapists  when  families  let  them  down 
and  help  sharpen  their  thinking  along, the  way.    The  cuddle  group 
can  become  instrumental  in  helping  therapists  plan  interventions 
and  avoid  being  seriously  incorporated  into 'the  family  system. 
It  can  also  help  therapists  cope  with  feeling  alone, 'depressed, 
or  ineffective,  all  of  which  are  unavoidable  feelings  from  time 
to  time/   Therapists  must  also  build  in  procedures  for  regularly 
examining  assumptions"  about  gencler  to  guarcl  against  inadvertently 
reinforcing  roles  and  behaviors  that  are  limiting  to  either  women 
or  men.  •  *  J 

As  an  agency  1 eoins  to  work  with  families,  it  will  need  to  deal 
with  various  administrative  issues,  including  how  to  "count"  the 
time  therapists  spend  with  family  members.  -  The  agency  also  needs 
to  develop  mechanisms  for  involving  the  families,  m  Remember,  fam- 
ilies don't  think  they're  the  problem,  and  *th.ey  -ight  get  angry 
at  anyone  who  implies  that  they  are,^  they  may  not-want  to  "drag 
the  children  into  this  mess";  they  "may  not  care  about  what  hap- 
pens because  they're -sick  of  caring."    And  they  may  come  up  with 
all  sorts  of  inventive  reasons  not  to  come  in.    The  client  is  also 
iikely  to  be  ambivalent  about  involving  her  family.  Chemically 
depende^j,  women  are  often  depressed  and  have  low  levels  of  self- 
esteem  aria  thus  may  feel  unworthy  o£  their  families'  concern  and 
guilty  about  involving  them  further. 

Although  the  task  of  involving  families  is  difficult,  it  is  not 
impossible.    Some  therapists  use  the  metaphor  of  a  Steam,"  with 
the  therapist  playing  the  role  of  coach.    Family  members  are  se- 
duced into  treatment  as  key  team  members  needed  to  plan  the  game  . 
(Napier  and  Whitaker  1978).  # Stanton  used  the  client's  motivation 
for  treatment  as  a  way  to  get  their  families  to  participate  in 
therapy.    When  clients  request  treatment,  they  are  first  approached 
with  the  idea  of  involving  their  families.    Once  the  patient 
agrees,  the  therapist  must  make  direct  contact  with  the  family 
rather  than  through  the  patient.    Often  the  therapist;  talks  to 
each  reluctant  family  member  individually  to  invite  each  to  be  of 
help  to  the  therapist  in  his  or  her  work  (Stanton  and  Todd  1979,  4 
in  press) .    This  approach  often  works  better  than  working  through 
the  client,  who  is  reluctant  to  have  anyone  else  involved.  For 
example,  client  and  spouse  have  just  had  a  f;ightf  which  is  un- 
resolved, and  the  client  says,  "My  therapist  wants  you  to  come  in 
next  week,"    No  self-respecting  spouse, would  respond  positively 
to  that  invitation,  but  the  client  will  tell  the  therapist  that 
she  invited  her  spouse.    Stanton  has  had  impressive  results,  with 
over  80  percent  of  the  extended  family,  participating. 

If  a  direct  appeal  to  family  members  doesn't  work,  it  is  sometimes 
possible  to  work  with  the  relevant  agency  to  require  participation 
by  the  entire  family.    Host  court  or  protective  services  referrals - 
•are  for  the  client  only  and  not  the  family,  but  this  practice  can 
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be  modified.    This  approach  requires  a  lot%of  legwork  and  follow- 
through  With  «the  relevant  agencies  to  keep  it  going,  but  it  is 
powerful  when  it  works*    Remember,  however,  that  people  do  not 
like  Jbeing  forced  into  doing  some*thing.    if  an  agency  will  supply 
enough  muscle  to 'force  family  participation,  the  chances  are,  that 
•when  the  family  does^come  in,  >they  will  be  very  angry  at  the  ther- 
apist^    At  this* time,  it  is  important  for  the  therapist. to  keep 
the  issue  between  the  agency  providing  the  pressure  and  die  fam- 
ily, with  liis  or  her  own  position  as  neutral  as  possible.    This  . 
wiljl  help  the  therapist  differentiate  from, the  community  that  has 
defined  the  family  and  the  client  as  being  deviant.    As  a  last 
resort,  a  therapist  might  even  refuse  to  see  the  client  unless 
the  family  comes  in  (with  a  lot  of  agency  support,  of  course).  - 
There  axe  probably  as  many  ways  as  the^e  are  therapists.    The  more 
convinced  therapists  are  of  the  need  to* have  family  members  pres- 
ent, the  more  inventive  and  successfuj^they  will  be  in  getting 
members  involved.       *  ^ 

We  close  with  a  final  caution — just  as  therapists  should  not  move 
too  quickly  with  new  strategies,  they  also  should  riot  frighten 
and  alienate  clients  and  their  families  by  being  too  quick  to  take 
away  the  problem  from  the  ^family  member  who  is  the  "patient." 
Giving  up  a  problem  is  often  as  difficult  as  accepting  or  living 
with  it.    The  skill  of  the  therapist  in  helping  the  family  to  work 
on  issues  they  can  talk  about  /e.g.,  conflict,  parenting,  coordi- 
nation") enables  the  problem  to  be  "framed  in  a  different  way.  The 
therapist  caiinot  convince  the  family  that  it  needs  the  chemically 
dependent, member  to  abuse*  substances;  rather,  the  family  members 
ma  *;  convince %the  therapist  and  the  "client"  that  they  no  longer 
need  to  be  dependent  on  chemicals. 
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APPENDIX 

SELECTED  TRAINING  RESOURCES  FOR  FAMILY  THERAPY 


N 


Within  the  chapter,  you  were  cautioned  about  assessing  the  gender 
sensitivity  of  any  family  therapy  training  program.    Many  such 
training  programs  also  have  little  knowledge  of  how  to  include 
chemical  dependency  patterns  in  an  assessment  or  of  dynamics  and 
■issues  particular  to  chemical  dependency  in  families.    You  can 
still  learn  much  about  family  therapy  techniques  by  attending 
their  training  programs,  but  may  need  to  adapt  what  you  l^arn  to 
be  consistent  with  your  knowledge  of  chenically  dependent  J 
families. 

7he  following  is  a  brief  list  of  institutes  and  organizations  that 
jffer  ongoing  training  in  family  therapy.    A  much  longer  list, 
which  also  includes  programs  in  academic  and  other  settings  can 
be  found  in  "Family  therapy  training.    The  institutional  base." 
Family  Process,  20:131-166,  1981.    Journal  address  is: 
149  E.  78th  Street,  New  Vork,  N.Y.  10021. 

4 

Ackerman  Family  Institute  ~       Menninger  Foundation  Family 
JL49  E.^8th  Street  Therapy 
TJew  York,/N.Y.     10021  Training  Program 


Topeka,  Kan.  66601 


and  Training  Department 
Eastern  Pennsylvania 


Behavioral  Sciences,  Research 


Psychiatric  Institute 
Henry  Avenue  and  Abbotts ford 


Mental  Research  Institute 
555  Middlefield  Road 
Palo  Alto,  Calif.  94301 


Road 

Philadelphia,  Pa.  19129 


Minnesota  Family  Study  Center 
218  N.  Hali 


Boston  Family  .Institute 
1170  Commonwealth  Avenue 
Boston,  M*ss.*  02134 


University  of  Minnesota 
St.  Paul,  Minn.  55108 


Philadelphia  child  Guidance 


Center -for  family  Learning 
10  Han ford  Avenue 
New-Rochelle,  N.Y.  10805 


Clinic 
Two  Children's  Center 
34th  &  Civic  Center  Blvd. 
Philadelphia,  Pa.  19104 


Center  for  Family  Learning 
8740  N.  Kendall  Drive 
Miami,  Fla.  '33156 


The  following  is  a  chemical 
dependency  training  program 
with  strong  family  emphasis, 
wegscheider  works  from  here: 


Family.. Institute  of  Chicago 
Ten  Eijst  Huron 
Chicago,  ill.  60611 


Johnson  Institute 
10700  Olson  Memorial  Hwy. 
Minneapolis,  Minn.  55441 
(610)  544-4165 


'  Family  Therapy  Institute 
4602  North  Park  Avenue 
Chevy  Chase,  Md.  20815 
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Childcare  Support  Services  for 
Female  Clients  in  Treatment 

Maryartt  Blaslnsky 


This  chapter  addresses  the  issue  of  how  treatment  programs  can 
offer  quality #child  day  care  services  to  chemically  dependent 
women  through  linkages  to  public  and  private  community  day  care 
services. 

I 

Although  women  who  use  drugs  have  unique  problems  and  nee  \s  re- 
lated to  their  drug  dependency,  as  mothers  they  share  a  common 
responsibility — childrearing.    These  women  must  {^e  interactive 
and  often  competing  demands.    The  responsibility  for  the  24-hour 
care  of  small  'children  usually  does  not  allow  a  drug-dependent 
woman  the  freedom  to  pursue  needed  medical  services,  educational 
pursuits,  vocational  training,  or  satisfactory ^employment.  More- 
over, ^studies  have  shown  that  a  woman's  drug  dependency  may  affect 
her  ability  to  adequately  care  for  her  children.    Both  research 
and  clinical  experiences  have  indicated  that  illicit  drug  use 
leads  to  problems  in  female  physiological  functioning,  poor  preg- 
nancy outcomes,  and  inadequacies  in  fulfilling  the  parental  role 
(Finnegan  1979).    The  responsibilities  of,  parenting  require  a 
considerable  amount  of.  time  ,and  energy — factors  that  may*  be  se- 
riously diminished  by  a  woman's  dependency  on  drugs.    As  a  result, 
the  responsibilities  of  childrearing  may  encourage  continued  and 
destructive  drug  use  in  addicted  mothers  (StryJcer  1977).  Data 
produced  by  the  Women's  Drug 'Research  Project  show  that  "addicted 
women  have  fewer  personal  resources  and  skills — for  coping  with., 
psychological  distress  (i.e.,  depression,  anger)  or  with  practical 
problem  situations  (e.g.,  financial  needs,  childcare)"    (Reed  and 
Koise  1Q79). 


Since  the  vascymajority  of  women  who  use  drugs  are  of  childbearing 
Age  (Finnegan  19>v ,  vrVatment  programs  must  be  equipped  to  pro- 
vide access  to  qua lfcby^  childcare  services  either  within  the  pro- 
gram or  through  outside  cutriunity  resources.  *  The  lack  of  child- 
care services  is  repeatedly  citea  in  drug  abuse  surveys  as  an 
inhibiting  factor  that  affects  not  only  a  woman's  decision  to 
enter  treatment  but  aisjJ'her  retention  in  a  program  (National  In- 
stitution Drug  Abuse  i979)  .    Th'e  n*ed  for  child  care  services  to 
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allow  women  access  to  treatment  and  rehabilitation  services  is 
just  one  factor  justifyihg-these  services  as  a  necessary  comoonent 
of  drujj  treatment  for  women. 


The  needs  of  the  child,  and  the  potential  effect  of  the  mother's 
-addiction  on  the  child's  development  are  serious  considerations  ' 
tor  the  .treatment  community.    The  children  of  drug-dependent 
mothers^  should  receive  consistent,  quality  care  and  developmental 
services  to  allow  them  to  achieve  their  highest  potential.  The 
Children -of  drug-dependent  women  often  suffer  from  emotional  ne- 
glect; family  instability,  physical  neglect,  or  abuse,  lack  or" 
positive  adult  role  models,  end  lack  of  peer  relationships,  (itomil- 
ler  1977).    in  addition,  family-oriented  research  (Harbin  and  1 
Haziar  1975';.  Seldin  1972)  has  suggested  that  the  child  of  the  drug 
abuser,  is  at  risk  in  terms  of  potential  abuse  and  neglect,  poor 
parenting  practices,  arid  the  potential  for  drug  use 

Based  on  this  background  information,  we  can  conclude  that  quality 
child  day  care  services  can  fulfill  several  needs' of  the  drug- 
dependent  woman  and  her  family,  including  the  following: 

»    •  •  Facilitate  a  woman's  access  to  treatment  services; 

•  Assist  a  woman  in  performing  her  parenting  role  more 
effectively; 

•  Minimize  the  negative  impact  that  a  mother's  addiction 
will  have  on  her  children; 

•  Allow  her  .to  seek,  necessary  social  and  rehabilitative 
services;  ' 

,  •    Enhance  the  development  of  the  disadvantaged  children; 
and 

•  Allow  a  woman  to  seek  vocational  training,  education,  and 
satisfactory  employment  necessary  to  become  a  self- 
sufficient  member  of  .society.  " 

in  tfiis  chapter,  child  clay  care  services  are  viewed  as  a  basic 
support  service  for  phe  family,  providing  childcare  and  child  de- 
velopment programs,  as  well  as  directly  relating  to  the  needs  of 
the.  parents.    It  is  seen  as  u  service  that  can  enhance  and  expand 
the  mother's  relationship  with  her  child'as  will  as  provide  a  li;jc 
between  the  family  and  community  resources — in  important  step  in. 
the  rehabilitative  process. 

Bacause  women  need  assurance  that  their  children  are  being  well 
cared  for  while  they  are  in  treatment,  this  chapter  will  provide 
basic  information  that  treatment  programs  can  use-  to  help  clients 
select  appropriate  childcare  arrangements.    Further,  this  chapter" 
will  illustrate  ways  that  programs  with  limited  budgets  and  staff 
can  effectively  respond  to  this  need. 
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The  following  sections  include  information  on  (1)  finding  quality 
day  care  services  for  children  of  drug-dependent  women?  (2)types 
of  childcare?  (3)  creating  a  resource  library?  (4)  measur-ing  the 
rang'e  of  services  needed?  (5)  designating  staff  responsibility 
for  coordinating  childcare  services?  (6)  identifying  childcare 
services  in  the  community?  (7)  evaluating  available  childcare 
services;  and  (8)  helping  clients  choose  appropriate  settings. 

By  outlining  a  sequential  process,  this  chapter  will  show  how 
treatment  agencies  can  develop  a  comprehensive  program  of  child- 
care services  without  seeking  additional  funding  or  expanding  the 
staff-    These  services  can  be  incorporated  into  the  basic  treat- 
ment plan  for  all  clients  who  need  them.    By  offering  family- 
oriented  treatment  that  addresses  the  needs  of  both  parents  and 
children,  treatment  programs  can  prov'de  a  full  range  of  services 
that  can  increase  the  potential  for  successful  treatment  outcome. 
Although  this  chapter  focuses  specifically  on  child  dc^pare  serv- 
ices ,  the  provision  of  these  services  is  directly  related  to  other 
ancillary  services*  including  medica^Lcare,  substance  abuse  treat- 
ment, psychological  counseling,  parenting  practices,  ltgal  serv- 
ices, and  vocational  and  educational  trailing. 

\  t 

\ 

CONSIDERATIONS  IN  PLANNING  DAY  CARE  '; 

At  the  outset,  programs  should  be  aware  of  \ the  realities  of  at- 
tempting to  provide  child  day  care  referral  and  placement  serv- 
ices."  First,  good  day  care  is  d^fficult^  though  not  impossible, 
to  find  and.  is  often  expensive.    Second,"  a  drug-dependent  <.*oman 
may  be  the  victim  of  social  biases  regarding  her  competence  as  a 
mother.    Third,  drug-dependent  women  may  have  many  fears  and  anx- 
ieties ?*^j-it  formal  childcare  arrangements.  ; 

Exist*..?  »\ay  care  services  range  in  quality  from  custodial  situa- 
tions, in  which  the  children  are  only  fed  and  protected  from  phys- 
ical danger,  to  programs  that  enrich  the  children's  environment 
in  personal,  social,  intellectual,  and  Physical  ways  that  lead  to 
accelerated  development.    Programs  must  make  an  exhaustive  search 
of  possible,  day  care  arrangements  and  evaluate  the  quality  of  care 
provided  in  each  setting.    Although  various  guidelines  and  ques- 
tionnaires are  available  for  assessing  quality,  much  of  the  eval- 
uation will  be  based  on  observations  and  "gut  reactions"  to  th.« 
setting  and  the  competence  of  the  caregiver.    Cluldcare  for  in- 
fants is  particularly  difficult  to  find — many  centers  will  take 
only  children  who  are  toilet- trained,  and  many  individual  care- 
givers do  not  want  the  responsibility  of  infants  under  6  months 
old.     Programs  should  constantly  be  alert  to  creative  childcare 
arrangements. 

A  random  telephone  survey  of  selected  drug  treatment  programs  in 
the  Washington,  D.C.,  area,  New  York  City,  and  Chicago  showed  that 
programs  have  not  experienced  biases  against  chemically  dependent 
women  who  seek  child  day  care  arrangements.    In  some  cases,  how- 
ever, State  and  local  governments  responsible  tor  assisting  women 
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.  seeking  financial  assistance  for  chiUcare  did  not  consider  drug 
treatment  to  be  a  necessary  medical  need,  thereby  ruling  these 
vcmen  ineligible  for  public  assistance.    In  other  cases,  driig- 
dependent  women  applying  for  public 'assistance  for  day  care  serv- 
ices were  determine*  unfit  to  care  for  their  children,  and  the 
State  or  local  protective  services  agency  removed  the  children 
from  the  home.    Therefore,  in  many  instances  programs  may  need  to 
intervene  on  behalf  of  their  clients  to  a*gue  the  merits  of  their 
applications\  for  financial  assistance  for  day  care,    in  certain 
instances,  programs  may  need  to  defend  a  client's  ability  to  keep 
her  children  whi3 e  "receiving  treatment. 

in  addition,  programs  must  be  sensitive  to  "the  fears  afid  anxietir  < 
clients  may  exhibit  about  seeking  childcare  arrangements  outside 
ing  fetlin^  COUn8el°r  *ust  **  PreP**ed.to  deal  with  the  follow- 

9  •    The  fear, of  being  declared  an  unfit  mother  and  losing  her 
children; 

The  anxiety  over  separation  from  her  children; 

The  fear  tljat  the  day  care  experience  may  have  a  negative 
effect  on  her  child's  development; 


•  The  fear  of  being  replaced  in  her  children's  affection  y 
a, substitute  caregiver; 

•  A  basic  distrust  of  bureaucratic  systems?' 

•  Anxiety- over  using  anyone  other  than  a  family  member  as  a 
substitute  caregiver;  and 

•  Fear  that  any  alteration  in  her  role  as  homemaker  and 
full-time  mother  will  cause  her  to  lose  her  "man,." 

The  above  issues  and  suggested  responses  are  addressed  in  depth 
throughout  this,  chapter;  however,  they  are  presented  here  to  give 
treatment  programs  an  overview  of  the  challenges  they  will  face  in 
providing  child  day  care  services  for  female  clients,    simply  rec- 
■  ommending  that  a  client  find  suitabls  childcare  arrangements  before 
entering  treatment  or  giving  her  a  list  of  childcare  centers  and 
homes  to  "check  out"  ie  no*  sufficient.    Faced  with  the  overwhelming 
task  of  finding  suitable  care,  most  women  will  give  up  after  discov- 
ering waiting  lists,  forms,  requirements,  red  tape/  poor  facilities, 
and  so  cm.    Therefore,  treatment  programs  must  make  a  commitment  to 
help  clients  through  each  stage  of  the. process,  including  identifi- 
cation and  screening,  placement,  and  followup.    Providing  childcare 
services  will  require  careful  planning,  time,  and  hard  work  to  make 
tne  community's  childcare  system  accessible  to  drug-dependent-  women. 

TYPES  OF"  CHUG  DAY  ibARE  SERVJCIjS 

The  first  step  in  developing  a  comprehensive  day  care-  network  is 
to  familiarize  program  personnel  with  d  if initions  for  types  .of 
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day  care  services  and  terminology  used  in  reference  to  child  day 
care  services.    Understanding  the  basic  types  of  childcare  serv- 
'  ices  will  help  programs  determine  the  advantages  and  disadvantages 
of  day  care  options.    Programs  may  want  td^nodify  the  definitions 
provided  below  depending  on  the  specific  characteristics  of  the 
community  and  the  client  population  they  serve.    Also,  the  State 
or  county  agency  responsible  for  licensing  day  care  programs  may 
use  certain  definitions  in  categorizing  types  of  day  care  serv- 
ices.   Appendix  A  provides  a  list  of  the 'State  day  care  licensing 
authorities*    During  initial  telephone  contacts  with  these  agen- 
cies, jprograms  should  express  their  desire  to  work  through  State 
and  local  agencies  in  locating*  childcare  arrangements  for  drug- 
dependent  women  seeking  treatment,     programs  should  ask  for  copies 
of  current  directories  of  childcare  centers  and  individual  care 

r  * 

providers,  definitions  of  caije  available,  and  a  copy  of  the  State 
licensing  regulations. 


case  available,  and  a  copy  ot  the  State 


Although  categories  and  definitions  for  child  day  care  arrange- 
ments vary  from  state  to  State,  the  following  broad  de/initions 
and  de  script  ion  s^axe  most. frequently  used.    Examples  of  the  types 
of  programs  and  alternative  day  care  arrangements  in  each  category 
are  a).?.<  provided.    Table  1  summarizes  average  costs,  benefits, 
and  disadvantages  of  each  type  of  child  day  cart  arrangement. 

What  is  child  day  care?    The  Federal  GovernmentTs  definition  of 
day  care  services  is  the  protection  of  children  by  providing  part- 
or  full-time  care,  supervision,  and  guidance'  wien  families  are 
unable  to  meet  these  needs  without  assistance^    Day  care  ranges 
frorn^  comprehensive  programs  and  systems  that  address  health,  de- 
velopmental, and  educational  needs  to  custodial  care  that  simply 
protects  the  child  from  harm.    The  two  general  types  of  day  care 
settings  are  hone-based  care  and  center-based  care.  « 


HOME-BASED  CARE'  ' 

Home-based  car";  is  commonly  defined  as  fairu  .  i.ke  care  provided 
by.one  primary  caregiver  in  a  home  setting.    The  U.S.  Department 
of  Health  and  Human  Services  (DHHS)  estimates  that  40  to  50  per- 
cent of  children  in  day  care  are  cared  for  in  home  settings.  Many 
mothers  prefer  this  type  of  arrangement  because  it  more  closely 
approximates  the  experiences  their  children  would  have  at  home. 
Home-based  day  care  is  particularly  desirable  for  infants  and 
toddlers  because  faw  day  care  centers  accept  children,  under  2-1/2 
years  old  or  children  who  are  not  toilet  trained.    A  survey  of 
the  Mount  Pleasant  community  in  Washington,  D.C. ,  found  that 
mothers  preferred  home-like  settings  for  infants  and  toddlers  and 
day  care  centers  for  3-  to  6-year-olds  (Zamof f  and  Lyle  1973) . 
Also,  women  entering  treatment  for  drug  dependency  may  feel  better 
about  placing  their  children  in  a  home-like  setting  that  they  can 
easily  identify  with  and  dealing  with  one  primary  caregiver. 
Likewise,  a  child  who  has  never  been  in  a  formal  childcare  situa- 
tion may  adjust  more  readily  to  a  home-like  setting. 
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TABLE  1.— Types  of  child  day  care  arrangements 


Type  of  care 


Average  cost 


Home-based  care 
Extended  family  day 
care 


family  day' care 


*^icme 


Group  day  care  home 


Babysitting  pools 


Play  groups 


No  or  minimal  cost 


.  $20-$55/veek' for  full-  * 
day  care 
$10-$45/vreek'  for  before- 
and  after-school  care 

$2CM$50/week  for  fuli- 
day  care m 


Free 


Free 


benefits 


V 


Good  backup  support* 
►       ,  system 

Continuity  of  care 
Familiar  setting 

Small  group  of  children 
Opportunity  for  individ- 
ual attention  to  * 
children's  needs 

Interaction  among 
children  of  all  ages 

Specially  equipped 
Indoor  and  outdoor 
play  areas 

Readily  available  source 
of  child  day  care  for 
short-term,  needs 

No  waiting  lists  or 
strict  requirements 

Regular  schedule  of  free 

childcare 
" Small  group  o£  children 
^of  similar  ages 


Disadvantages 


Possible  conflicts 

between  family  members 


No  license 
Waiting  lists  , 
No  transportation 


Little  individual  care 
No  transportation 


Many  different  care- 
givers and  different 
environments 

-Inadequate  for  long-term 
childcare  needs 

i 

Licensing  requirements 


■22 


TABLE"  1. — Types  of  child  day  cajje  arrangements — Continued 


Type  of  care  * 


Average  cost 


Benefits 


Disadvantages 


Center-base^  care 
Public  group  day~care 


Fees  based  on  a.  sliding 
scale  adjusted  to 
family  income 


Possible  comprehensive 
services ,  including 
health  care, "counsel- 
ing, nutrition  pro- 
grams, etc.  * 

Licensed  by  the  funding 
body 


/ 


Waiting  lists  , 
Hard7to-meet  Eligibility 

.requirements 
Limited  to  ^certain  age 

groups  j 


Private  group  day 
care, 


$50/week 


Licensed  care  in  a 
structured ^setting 

Planned  curriculum 

Large  enrollments 

Open  to  children  of  all 
ages 


Possible  high  rate  of 

staff  turnover 
Expensive 

Possible/  gaps*  in  service 
^during  holidays  and 
/ summer  vacations 
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£r  chUd^V^  h°Be"based  ca"  to  $50  a  week 

per  child,  with  infant  care  at  the  higher  end  of\he  scale  a 

f£i£eIhOB,e  My  qUaUfy  ^  PUbUC  sub8idy  if  lt  serves  welfa" 

,Adv-  stages  of  homo-based  care  are  that  (1)  the  \child  is  in  a  hoae- 
k       8*tl^3*tbrt  iS  usuallv  ne«  the  child's  home,  (2)  care  may 
be  provided  during  illness,  and  (3)  daily  activities  are  "less 

SrTce^er       ^  h°UrS  *"  USUally  more  "exible  than  in 'a  day 

.  Negative  aspects  of  this  type  of  care  are  that  (1)  the  day  tfare 
home  may  not  be  licensed,  which  makes  the  quality  of  care  diffi- 

.cult  to  assess,.  (2)  the  care  the  children  receive  may  be  no  more 
than  custodial,  and  (3)  thP  caregiver  may  become  ill.  resulting 

•  in  inconsistency  and  unpredictability  of  service. 

If  carefully  selected  and  evaluated,  home-based" care  can  be  a 

iut^Hp^ff  °J?e:    ^0?ramS  Sh°Uld  ask  State  and  local  ^y  care 
authorities  for  lists  of  licensed  individual  day  care  providers 
who  haye  completed  state-  or  county-sponsored  training  programs 
for  childcare  workers.  y*<uas 

Types  of  home-based  care  settings  include  (1)  extended  family  day  - 
care,   (2)  family.,  day  Mre  home,  (3)  group  day  care  home;  (4)  baby- 
sitting pools, vand  (5)  play  groups. 

The  Extended  Family  Day  Care  Arrangement.    This  type  of  arrange- 
■  contuses  the  services  of  grandparents,  other  relatives, 'or  a 
neighbor  to  care  for  children  outside  the  home  but  within  the  ex- 
tended family  structure.    This  type  of  care  may  be  a  valuable 
-EX™?  ?*T'  Particularlv  f°r  single-parent  families,    a  recent 
N1DA  study  of  addicted  females  showed  that  women  depended  heavily 
on  their  mothers  for  childcare  support  while  in  treatment  (National 
Institute  on  Drug  Abuse  1979) .  ' 

Most  family  members  will  care  for  ch.  .dren  at  no  or  minimal  cost. 
Also,  in  some  communities relatives  may  qualify  for  State  or 
county  subsidies  for  childcare  in  their  homes.    Programs  should 
contact  <;he  local  office  for  children  or  the  social  services  de- 

»f^!^%i!K?JabOUt  «Wbility  requirements  for  financial 
as3istance-f«i^cn4idcaxilJaifamily  members. 

The  advantage  of  extended  family  childcare  is  that  grandparents'  ' 

ehiff  ;Se**iS"  pr™ide>war*th'  security,  and  loving  care  for  a 
child  that  will  continue  after  thechild  moves  into  more  struc- 
tured preschool  and  school  settings.    Loss  or  separation  of  a  V 
primary  caregiver  may  negatively  affect  a  child's  development  and 
basic  feelings  of  trust.    Such  experiences  can  be- minimized  by 
having  the  child  cared  for  in  the  extended  family  structure. 

Several  considerations  can  help  programs  determine  whether  extended 
Z  tV      I],?**  12         B°St  ^Propriate  arrangement  for  a  woman 
and  her  children.    For  example,  if  there  are  circumstances  in  the 
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woman's,  relationship  with  her  parents  that  relate  to  her  use  of 
4rugs;  or  if  the  grandparents  use  unacceptable  neans  of  discipline 
or  criticize. the  woman's  methods  of  childiearing,  parents  or  grand- 
parents may  not  be  a  good  choice  for  care  providers.    Also,  a  child  ^ 
should  not  be  placed  in  the  care  of  a  relative  if  the  person  is  not 
able  to  cope  physically  or  emotionally  with  small  children.  The 
treatment  .counselor  .should  be  aware'of  possible  conflicts  and 
offer  guidance  to  the  client  on  how  to  deal  with  such  situations. 

The  Family  Day  Care  Home.  The  family  day#care  home  is  a  setting 
that  serves  as  many  children  as  can  be  integrated  into  the  exists 
ing  physical  environment  and  patterns  of  living  in  the  home — usu- 
ally no  more  than  five  or  six  children,  including  the  caregiver's 
own  preschool  children.  The  family  day  care  home  may  or  may  not 
be  licensed  by  the  county  welfare  department.  If  the  home  is  li- 
censed, there  usually  will  be  minimum  requirements  for  the  safety 
and  cleanliness  of  the  facilities  and  the  quality  of  food. 

This  arrangement  is  useful  for  children  who  need  close  family  re- 
lationships or  have  difficulty  adjusting  to  larger  groups.  After 
1  or  more  years  of  care  in  this  type  o'f  setting,  a  child  may  ad- 
just more  easily  to  a  structured  preschool  program. 

The  family  day  care  home  usually  provides  care  to  children  of  all 
age  groups  and  before-  and  after-school  care  for  school-age  chil- 
dren.   Costs  range 'from  $20  to  $55  per  week  for  full-day  care, 
with  a  reduction  of  $10  per  week  for  before-  and  after-sfchool 
•care.    Financial  assistance  is  available  through  State  and  county 
subsidy  programs.    The  care"  provider ,  if  qualified  for  such  sub- 
sidies, will  be  familiar  with  the  requirements  for  eligibility 
and  may  be  able  to  help  the  mother  get  financial  assistance. 

Disadvantages  of  this  type  of  care  are  that  (1)  the  care  provided 
may.be  no  more  than  custodial;  (2)  a  limited  number  of  children 
are  served ,  resulting  in  a  low  rate  of  turnover  and  long  waitirig 
lists;  and  (3)  transportation  usually  is  not  provided. 

The  GiTC^p  Day  Care  Home.    The  group  day  care  home  is  family*- like 
care  prodded  in  an  extended  or  modified  residence  with  designated 
indoor  and' outdoor,  specially  equipped  play  areas.    The  caregiver 
has  hired  helpers  and  can  provide  licensed  care  for  up  to  12  chil- 
dren (but  this  number  varies  from  State  to  State) .   'This  type  of 
care  is  suitable  for  children  who  need  before-  and  after-school 
care,  who  do  , not  require  a  great  deal  of  individual  care,  and  who 
can  profit  from  association  with  other  children  of  various  ages. 
» 

Costs  for  care  in^.this  setting  are  similar  to  the  family  day  care 
home — $20  to  $55  per  week.    Financial  assistance  may  also  be 
available  thorugh  State  and  county  subsidy  programs/  , 

Disadvantages  of  thxs  type  of  childcare  are  as  follows:     (1)  be- 
cause of  licensing  requirements,  the  group  day  care  home  usually 
does  not  care  for  infants;   (2)  children  may  not  receive  individual 
care;   (3)  transportation  usually  is  not  piwided;  and  (4)  the 
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w^n^1??  ?  CreatiVC  childca"  alternative  for  Bothers 

who  need  Halted  periods  of  free  time  is  the  babysittino  oooi  f 

SS  °fi!|elt8,Wh0  fXChan9e  b^i«ing  series  on  a  r^lar 
^4^I^    ,^"'S;  -&sually'  om  person  acts  as  supervisoTa^ 

one- person  sits  a  certain  SZSZZ^JTJ^*  T 
•qual  number  of  hours  of  free  babysitting.  "  enti«ed  to  an 

The  advantages  of  this  type  of  arrangement  are  that  (1)  it  is 
^uiteaiencs;  uj  it  provides  an  opportunity  for  t&e       i*  «.«  4. 

supervisor,    a  disadvantage  of  this  type  of  care  <T  7 

andsee*  e^oyment;  Also,  a  child  who^  no"  Sentpta^"9 
d^erenVniysiSrs6!  "*  ^  ^  * 

n^forTolVhn!  f°r^1  Play  grOUp  is  *y  Parents  as  a- 
-new  forn  of.  childcare  for  preschoolers.    The  play  group  meet&  on 

the  ™^8'  118113117  ^  3  WCCjt'  for  2       '  "°urf  Hay  in 
Sen  for  »  ni    1868  °"  ?  r0tating  bMl»-    ^  number  of  chil- 

dren for  a  play  group  is  four  to  six  who  are  approxiaatelv  tht 
same^age.    In  her  bock  Hoy  to  Start  Your  SS!^^?..^,,,, 
Harriett  M.  Watts  offers  ideas  on  how  to  start  a  Say  g£j    ^'  ' 

Vlineteth:CtiVi"e8.aP?r°Priate  f°r  different        lovels^d  out- 
lines the  group's  basic  organization. 

-LiXe  the  babysitting  pool,  the  services  of  a  pl^y  group  are  free, 
howler,  licensing  aay  be  required.    The  laws  pertaining^  lilt 
«*•«*-  ^  calling  the  loca*  social  serves  agency 
or  by  calling  a  lawyer  or  the  legal  aid  society,    often  State  li 


cejjter-bAsed  care 


se^er^86-  ChUd     \  CarC  18  3  8tructured,  preschool  situation 
serving  25  or  more  children  that  involves  a  trained  professional 
staff  and  classroom  settings.    Children  are  usually  grouped  a" 
cording  to  age.    A  center  that  taxes  children  of  different  ages 
can  help  women  who  have  more  than  one  child.    Also,  care  Ly9be 
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offered  for  up  to  12  hours  a  day.    Generally,  a  childcare  center 
offers  coordinated  and  comprehensive  services  to  both  children 
and  parents .    The  two  types  of  center-based  care  are  public  group 
day  care  centers  (publicly  subsidized  or  sponsored  by  a  voluntary 
organization) ,  and  private  group  day  care  centers  (profit  or 
nonprofit) . 

4 

The  major  disadvantage  of  day  care  centers  is  that  there  are  few 
*^ood  ones.    Teachers'  salaries  are  generally  low  (for  example, 
the  median  10-month  salary  of  a  day  care  teacher  was  $3,580  in 
1972  [Scott  1976]),  resulting  in  frequent  staff  turnover/  Centers 
that  cannot  afford  a  professional  staff  may  have  poor  educational 
programs.    Also,  centers  with  high  staff  turnover  will  result  in 
inconsistent  care*  ' 

Public  Group  Day  Care.    Public  group  day  care  centers  are  gener- 
ally housed  in  public  buildings  (schools  and  churches),  licensed 
by  the  State,  and  funded  and  supervised  by  State  and  city  agencies 
(such  as  the  welfare  department).    They  often  have  comprehensive  m 
professional  services,  such  as  health  care,  counseling,  and  nu- 
trition programs.    In  publicly  funded  day  care  centers,  parents 
nay  pay  fees  on  a  sliding  scale  that  is  adjusted  to  income.  Ex- 
amples of  public  group  day  care  programs  are  (1)  Head  Start, 
(2)  extended  day  care  programs,  and  (3)  nursery  laboratory  schools. 

Head  Start 'centers  are  full-  and  half-day  child  development  pro- 
grams in  the  public  schools  for  children  from  lower  income  fami- 
lies.   The  telephone  numbers  for  Head  Start  centers  are  listeS  in 
local  telephone  directories  under  the  public  school  listings. 
For  example,  Head  Start  programs  in  Fairfax  County,  Va,,  are  lo- 
cated in, six  elementary  schools,  serve  children  ages  3  and  4, 
offer  transportation,  and  serve  between  14  and  30  children  in  each 
center-  -Because  of  the  limited  age  groups  served  and  the  rela- 
tively small  enrollment,  Head  Start  centers  are  a  limited  source 
of  childcare;  however,  they  are  worth  exploring  because  these 
centers  are  considered  models  for  quality,  care. 

Extended  day  care  centers* (EDCs)  provide  before-  and  after-school 
care  for  elementary  school  children  in  the  school  which  they  at- 
tend.   Extended  day  care  is  available  for  children  enrolled  in 
the  public  school  system  whose  parents  work,  attend  educational 
or  training  programs,  or  are  medically  unable  to  care  for  their 
children..  For  example,'  Fairfax  County,  Va.,'has  26  extended  day 
care  centers,  each  with  an  average  enrollment  of  30  to  45  chil- 
dren.   The 'cost  of  EDC  in  this  county-sponsored  program  is  based 
on  a  sliding  scale  that  ranges  from  $4.50  per  month  for  a  family 
with  an  income  under  $5,500 <to  $86.00  per  month  for  a  family  with 
an  income  over  $23,500.    Activities  in  EDC  programs  may  include 
sports,  games,  arts  and  crafts,  dramatic  play,  construction,  sci- 
ence and  nature  projects,  special  events,  and  Occasional  field 
trips.    A  disadvantage  of  this  type  of  program  is  that  most  EDC 
programs  follow  the* regular  school  year  calendar,  leaving  gaps  in 
service  during  cummers  and  holidays.  . 
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S^^  T^  -t°°1S  "«  c»*"<»«  Programs  established  in 
,hift  schools  to  provide  experiences  with  children  for  students 

Child,deVe'OPB?nt-    XFalned  P^e^nals  are  the  prLary 

SSa  11' 2™  T? ents  4X6  teachers'  aids-  •  Ca"  is  us«aliy  7 

jfr"tS&-    '**  2,?r  3  d*y8  per  wek  for  children  age  3  to  5  years.  • 

'*  ^3^at  l81Tally  lS  t0  20  Children«    Because"  of^he^e 

,^2Si toeT"«fsW  laboratory,  school  is  a  limited  source  of 
- /:  SSv^*-"-  an  attractive  Jtype  of  child  day  care,  how- 

U  nuleJ XlZT>  Wh°uhaS  Cliildrea  to  a  sohoo/that  haH 

'  cfind^ret!^  SCh°°       C°ntaCt  With  °lder  sibli"9s  in  the 
-   .IktW  8etti"9  »ay  ease  separation  anxiety  for  both  mothers"  . 
their,  preschoorichildren.  s 

ft*v»t«  Group  Day  Care.    The  private . grdup  day  care  center  is  a  li- 
censed, private  center  with  trained  professional  staff  serving 
groups- of  12  or  more  children.    Centers  may  be'  formed  in  many  * 

'  r^^S-h°USM'  SCh00lS'  churches'  social  centers, 

'  •!?  i?     ^    I- Unit8'  ^"Pecially  constructed  facilities.  They 

-   5VKn     !!?U??tS  t0  °ffiC6S  °r  hOSP^tals  ^at  offer  day  oa*e 
as  a  fringe  benefit  to'employees. 

S^mTSE**  Care  J"  C°S.Uy'  avera*in9  550  a  week  per  child  ' 
(for  a  full-day  program)  with"  ar .  aSditicoal  cost  of  $50  per  nonth 

l£tirS25Mrt:ati<T-    P^ate  dayf^re  ?e"ters  can. quality  foT 
,  Stat.  end/or  county  subsidies  for  -families  in  need.    The  dirt-tory 
ot  day  «*e, centers  obtained  from  the  State  licensing  authority 

•  ar.U&2bta!fc        Pr09ralnS        '*iCh  COUnty  °r'-Sta'e  subsidies 

Montessori  schools  are  an  example  of  private  group  day  care.  The 
Montessori  philosophy  is -based  on  an  individualized  approach  to 
tiS^nf  "^r8  c2>ildren's  Afferent  interests  and  abili- 
Srk'wlS  I d""  ^  ^^-P^Pared-  environment  and  are  free  to 
•S3  ^  4  particular  m%ial  as  long  as  they  choose.    The  Mon- 
tessori teacher  serves  as  T resource  person  and  a  catalyst,  care- 

^e  °hildren  and  introducing  materials  when  they 
are  ready  for  them.    One  advantage  of  Montessori  schools  is  that 
the.  staff  are  trained  and  certified  in  the  Montessori  principles 
of  teaching.    A  child  who  needs  structure  and  direction,  howLer,  " 
may  not  ,do  well  in  the  Montessori  setting. 

Sr^^f i89!!'         traditi0nal  nurserv  school  offers  a  more  struc- 
tured planned  program  of  activities  with  the  goal  of  social  and 

I  chTS^  V^11  "T911  Play*    10  96nera1'  nurser*  school^  group 
I. children  by  age,  emphasize  learning  through  play  and  self- 
-expression, and  stress  socialization  VndSpeer  group  activities. 


Mother  tb  day  out  (MDO)  refers  to  half-day  programs  of  care  for 
very  young  children,  including  infants  as  young  as  2  months  old 
•The  objective  of  the  MDO  program  is  to  provide  inexpensive  care 
for  preschool  children  during  the  school  year,  to  provide  the 
mother  free  time,  and  to  provide  the  children  an  opportunity  to 
socialize  in  a  group  environment.  MDO  programs  are  often  spon- 
sored and  operated  by  a  church  or  religious  organization.    MDOs  ' 
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are  cooperative  programs  in  wfiich  each  mother  is  required  to  serve 
as  a  teacher's  helper  in  the  program — the  number  of  days  she 
serves  is  based  on  the  number  of  days  she  leaves  her  children  in 
the  program.    Because  MDO  is' cooperative,  the  cost  is  relatively 
low,  approximately  $14  a  month  for  each  day  per  week  attended  by 
each  child.    MDO  teachers  are  usually  not  professionally  trained, 
however,  so  the  quality  of  the  program  depends  on  the  teacher. 
Also,  thexfe  may  be  a  'high  rate  of  teacher  turnover  due  to  low 
salaries.  "  MDO  care,  however,  is  a  viable  alternative  for  infant 
and  toddler  care  that  may  not  be  provided  elsewhere. 


SUMMARY 

The  types  of  childcare  services  and  examples  of  di£€erent  child- 
care  arrangements  discmssed^iA^this^section  do  not  exhaust  the  * 
possible  alternatives  available ' So^drug-dependent  women.  Programs 
should  be  alert  to*new,and  innovative  childcare  arrangements; 
combinations  of  services,  and  alternative  funding  sources.  Pro- 
grams can  refer  to  table  1  in  s^taff  meetings  as  a  basis  for  dis- 
cussion of  various  childcare  alternatives*    Counselors  might  be 
able  to  add  to  the  benefits  and  disadvantages  of  the  various  types 
of  arrangements  based  on  their  personal  experiences  and  experi- 
ences with  clients.    Table  1  can  also  be  a  useful  tool  in  discuss- 
ing childcare  options  with  clients. 


CREATING  A  RESOURCE  LIBRARY 

To  support  staff  efforts  in  helping  clients  select  appropriate 
childcare  arrangements,  the  program  should  maintain  a  resource 
library  that  covers  such  topics  as  selecting  a  day  care  program, 
child  development,  parenting  techniques,  a*nd  examples  of  good  day 
care.    The  following  is  a  selected  list  of  recommended  books  and 
-publications. 

Alternatives  in  Quality  Child  Care.    Janet  P.  Swenson.  1972. 
Copies  available  from  the  Day  Care  and  Child  Development 
*  *  Council  of  America,  Suite  507,  711  14th  Street,  N.W..,  ^ 
Washington,  D.C.  20005.  1      I  * 

I 

Provides  a  state-of-the-art  review  of  day  care  in  this  coun- 
try.    Discusses  the  types  of  day  care  settings,  factors  in 
determining  the  best  type  of  day  care,  learning  patterns  in 
preschool  children,  and  parent  involvement  in  day  care. 

Checking  Out  Child  Care;    A  Parent  Guide.    Jan€^  R.  Gold  and 

Joan  M.  Bergstrom.    1978.    Available  from  "the  Day  Care  and 
Child  Development  Council. 

V 

Offers  practical  advice  on  how  to  select  a  childcare  program. 

Child  Care  and  Public  Policy;    A  Case  Study.    Karla  Shepard  Gold- 
man and  Michael  Lewis.    1976.    Institute  for  Research  in 
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•       !!?0W4SOPi,ent'  EdUC-ati0Ml  Testin*  S«Vice,'  Princeton,  " 

'  '     ^l6Tea  th\hi8t0rical  «>nte*t  of  issues  relating  to  pub- 
lic concern  about  childcare,  discusses  possibly  models  for 
effecting- childcare  policy,  and  presentfa  aoatl^or  unitL 
■issues  of  childcare  and  public  policy.  '  -  9  - 

-  .     fckid'^'^ovislons  in  Drug  abuse  Treatment  Programs  Report 
r  T*i  ?  4-<  N°*  ^    1979'    Available  from  theWional  fclear- 

'  SK?     r  D^9  AbUSS  Inf°«*"°n.  National  m'stitute  ^ 
Drug-Abuse,  Rockville,  Md.^  20857.      "  '  *  \ 

f°LStatf  ^  1<?Cal  decisionmaJcers  and  program 

sSnse  ll  th?    '   Y    f 2atiVe  approaches Tre- 

sponse  to- the  needs  of  female  substance  abusers.  Reports  a 
survey  of  ways"  that  nine  States  have  addressed  the  neld  for 
chilncare  services  to  drug-dependent  parents:  . 

Day  care  for  School-Ace  chn^n      Elizabeth  biffendal.  1975. 

.Available  from,  .the  Day  care  and  Child  Development  Council  of 

^TSlVr.  nati°nal  Pf°fUe  °f  dav  care  services  f°r  school- 
age  children,  parents'  views  of  school-age  day  care  services  ' 
.    suggestions  for  planning  a  schooi-age  da?  care  P7cZr2  aS 
;      recommended  models  for  school-age  day  care  programs      '  • 

Day  care:    Serving  Tnfants.    Dorothy's.  Huntington,  Sally  Provence 
TllT n31  V*  Park6r'  1972'    AVailable  fr°»  tie  OffLe  of  ' 
^ESS^N™*  Depa^.°f  -J""*  -  *-»  Serv- 

Reyiews  the  developmental  needs  of  children  from  birth  to 
age  3  and  outlines  some  of  the  cautions  and  controversies 
involved  in  infant  care  programs.  ncroversles 

Formative  Evaluation,    Paro.nn,  and  staff  W(,^q  Toqether  to 

g  Responsive  Environment.    Lucia  A.  McSpadden.    1973.  Avar-" 
able  from  the  Day  Care  and  child  Development  Council  of 
America*  %  -  • 

•'        LltPZt  °fr.<thli  Central  "tV  Hekd  Start  Dav  Ca"  Center  in 
.  Salt  Lake  City,  Utah. 

Hctae-Based  Family  ^r.t?..,    RePort  of  t|>e  Geprqia  QutrB^h 

Project,    iw.    Available  from  the  Day  Care  and  Child" De- 
velopment  Council.  ue 

aW^*^  ?reral  deSi9n  °f  the  project'  exPlai™  various 
aspects  of  staff  operations;  and  provides  case  studies,  par- 
ents' evaluations  of  their  participation,  and  an  overall 
evaluation-  of  the  project's  success. 
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Parent  Effectiveness  Training,    Dr.  Thomas  Gordon.  1978. 

Peter  H.  Wyden  Publisher,  750  Third  Avenue,  New  York,  N.Y. 
10017 

Explains  the  p.E.T.  program  step  by  step  and  shows  parents 
how  they  can  raise  happier,  more  responsible,  and  more  coop- 
erative children. 

e 

The  Parenting  Advisor.    The  Princeton  Center  for  Infancy,  Frank 
°    Caplan,  General  Editor.    1978.    Anchor  Press/Doubledayi 
Garden  City,  N.Y.  ^ 

Covers  all  aspects  of  childrearing  and  infant  research,  in- 
cluding childbirth  and  early  parenting;  behavior  patterns 
and  routines?  sensory  and  social  .powers ;  physical  develop- 
ment; language  acquisition*;  learning  patterns;  personality 
formation;,  and  enrichment  activities.  ' 

Preschool  Programs  for  the  Disadvantaged;    Five  Experimental 

Approaches  to  Early  Childhood  Education.    Julian  C.  Stanley, 
ed.     1971.  wThe  Johns  Hopkins  University  Press,'  Baltimore, 
Md.     ,     -  't 

Discusses  methods  of  improving  the  educational .read in esc  of 
preschoolers  who  come  from  environments  that  do  not  prpvide 
the  cognitive  stimulation  most  middle-class  children  receive 
early  in  life. 

The?  following  publications  are  available  from  the  Office  of  Child 
Development,  U.S..  Department  of  Health  and  Human  Services,  P.O'. 
Box  1182,  Washington,  D.C.  20013: 

, 

•  Day  Care  for  Other  People's  Children  in  Your  Home  (Pub. 
No.^41?).-  9 

•  Day  Care  for  Your  Child  in  a  Family  Home  (Pub.  No.  411) ♦ 

•  What  is  good  Day  Care?    (Pub.  No.  OCD  72-43). 

•  Day  Care  Services;    Wlifr?    What?    Where?    When?  How? 
.  "  (Pub.  No.  420)  . 

•  -Bibliography  of  Home-Based  Child  Development  Program 
*  Resources  (Pub.  No.  OHD  74-1067). 

In  addition,  thetDay  Care  and  Child  Development  Council  of  Amer- 
ica, Suite  507,  711  14th  Street,  N.W.,  Washington,  D.C.  20005,  - 
serves  as  an  advocacy  office  for  day  care  and  children's  rights*  - 
and  is  also  a  major  distributor  for  day  care  information.  Appen- 
dix B -lists  materials  available  from  the  council. 
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KASUMW  THE  SCOPE  OF  SERVICES  NEEDED 

'  '»'  •    *'  ' 

S^,^  »tg;in  developing  a  childcare  referral  network  is  to 
.-•*»*»*•■  need«  asses^t«.to  determine  the  range  and  type  of 
■  "ilSSSF 12?%"  'n:ed*d  *  f^16  Cli*n"ts  in  treatment!  The 

SSSlnS^     ,*t??,nl  '*  W*11  "  ^  wh°  •»  «ot  entering 
WW because,  of  childcare  constraints.  "  Data  for  the  needs 
assessment  -survey  ran  be  obtained  from  several  sources:    (if  cli- 
'SL^Tf5**;*^  i^^s  with  clients  currently  in  treat^ 
«M»nt,  (3)  interviews  with  persons  in  the  community  responsible 

fZ$Lr&  Chi"  *****  pri*»«'  and  «>  infonnaWon  from 

fLlr  L"  *9enCiM  -and  current  clients  on  the  unmet  needs  ' 
of  drug-dependent -women  in  the  general  population. 

Assuming  the  program  is  part  of  the  Client  Oriented  Data  Acquisi- 
tion Process  (CODAP)-  system,  client  case  records  will,  «t  ndS- 
mw,  contain  the  following  relevant"  information  on  the  female  ~  . 

2JS    JdiSL^T*   *9e'  "Ce'  S,arital  ?tatUS'  National  , 
level, -employment  status,  and  socioeconomic  status.    These  basic 
data^ill  show  (1)  the  number  of  women  of.  childbearing  age, 
(^)  the_  number  of  women  currently  employed,  and  (3)  the  number  of 
women  who. currently  receive  or  are  eligible  for  public  assistance. 
Many^ograms  use  anydmission  form  fn  addition  to  CODAP,  some  of 

d;e:^sfner^arl1aio,Wly' iifustyie'  -  ^ . 

It  is  doubtful,  however,  thafe"case  records  will  contairi  informa- 
tion on  maternal  paregivlng.rat.tern,,  problems^  and  nerds.  Su 
will  have  to  obtain  this  information  throug/client  interviews. 
The  following  is  a  sample  list  ofauestion/that  might  b«  asked 
Programs  c?n  modify  this  questionnltrre-as^necessary 

1.  'What  is  the  number  and  age  of  children  in  the  family? 

2^  How  many  adults  are  living  in  the  home  who  help  with 
childcare?  % 

.  c 

3.  What  is  the  family's  cultural  and  ethnic  background? 

4.  Is  the  family  bilingual? 

5.  *  What  is  th'e  family's  religious  preference?  * 

6.  is  the  mother  currently" employee  or  seeking  employment? 
1.    What  is  the  present  child  day  care  arrangement?  - 

8.  Will  the  mother  need  a  different  childcare"  arrangement 
to  obtain,  job  training,  education,  or  employment? 

9.  Are  grandparents  or  relatives  nearby  who  can  provide 
daily  or  emergency  childcare  services? 
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10.    Does  the  family  currently  receive  any  type  of  public 
assistance? 

Counselors  should  complete  this  questionnaire  for  the  women  in 
their  current  caseload.    The  counselors  wiljl  be^  aple  to  answer 
most  of  the  items  from  their  knowledge  of  the  clients.  Additional 
information  can  be  added  by  the  counselor  during  regular  treatment 
sessions,  where  the  purpose  of  the  questions  is  explained  and  the 
program's  plan  to  explore  offering  assistance  in  obtaining  child- 
care  services  is  described. 

The  third  source  of  data  is  the  State  or  county  social  services 
department  responsible  for  childcare  services,  which  may  have 
survey  data  on  the  child  day  care  needs  of  the  community  or  dis- 
trict that  the  treatment  program  serves.    This  source  also  may 
have  information  on  the  number  of  single-parent  families,  the 
percentage  of  women  in  the  community  currently  in  the  workforce, 
the  number  of  families  receiving  public  assistance,  and  current 
waiting  lists  for  available  child  day  care  services  and  average 
length  of  time  for  placenent.    This  information  can  provide  an 
overview  of  the  availability  of  childcare  services  in  the  commu- 
nity.   For  example,  there  may  be  long  waiting  lists  for  childcare  " 
centers,  resulting  in  delays  of  6  months  to  1  year  for  placement. 
Using  this  information  during  their  planning  and  implementation 
stage,  programs  may  want  to  direct  efforts  to  alternative  child- 
care arrangements,  such  as  babysittir..  *x>ols,  play  groups,  ex- 
tended family  care,  etc. — forms  of  day  care  that  are  more  readily 
available  and  can  be  used  while  a  woman  is  waiting  to  place  her 
child  in  a  childcare  center  or  for  approval  of  public  assistance 
for  day  care. 

As  the  final  step  in  the  overall  assessment  of  need,  programs 
should  try  to  determine  the. number  of  women  who  might  enter  treat- 
ment xf  childcare  services  were  made  available.    Although  formal 
surveys  to  determine  the  unmet  need  for  services  can  involve 
costly  data  collection  procedures  and  complex  statistical  analy- 
ses, a  simple  method  of  obtaining  information  is  an  informal  sur- 
vey of  both  male  and  female  clients  currently  in  treatment  th *t 
asks  if  they  know  womeh  in  the  community  who  might  enter  treatment 
if  childcare  services  were  available.    Also,  social  services  agen- 
cies may  have  information  on  the  needs  of  drug-dependent  women 
who  are  not  in  treatment. 

The  data  obtained  during  the  need's  assessment  can  be  summarized 
into  a  management  report  to  be  used  during  the  planning  and  de- 
velopment of  the  child  day  care  referral  network.    The  report 
*  should  address  the  following  areas;' 

•    The  percentage  of  children  in  each  age  group  of  child  day 
care  classification: 

1.  Infants:    -birth  to  1  year. 

2.  Toddlers:    1  to  2-1/2  years. 
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3.  -  Preschoolers:    2-1/2  to  5  years. 

4.  Before-  and  after-school  care:    6  to  11  vears. 

*  ** 

•  The  percentage  of  bilingual  families  in  the  treatment 

in  the  9eneral  P°Pul"ion  in  the  comunity 
served  .by  the  program*  y 

.•        *   SpreS!  CUltUral        6thniC        re"**™»  background 

•  .  Setne^rc^ramUdCare  arran9eSW,nt8  Gently  used  by  women 

•  The  percentage  of  mothers  who  have  backup  chi?dcare  ar- 

•  ,    rangeaents  for  emergencies.  «• 

•  S^itf  C*ntT  °f  familie-s  ->  the  program  and  in  the  coa- 
.  munity  served  by  the  program  who  receive  some  type  of 

public  assistance. 

•  The  percentage  of  women  enrolled  in  the  program,  currently 
using  childcare,  whose  needs  for  childcare  Ly  cha^e  S 
the  near  future.  y  An 

*  • 

*•  «  !S^au?,!f  Ch°  nUfllber  o£  "«o  might  *nter  treat- 

ment if  childcare  services  were  available. 

STAFF9W  CONSBERATIONS 

'  ^P'nding^thevsize  and  structure  of  the  program,  the  director 
or.  administrator-  should  assign  various  staff  responsibUiUes  for 

rr^ocn.t^da1ilnI,lene^ti0n-    If  0th6r  ^P-iaUz^servL  s^ 
<«.«.,  vocational  counseling,  health  care, 'etc.)  are  cantrali-ed 

x£SlXSZT^  136  f°r  -"ildpare'coordrnaSon'anl' 

*  V       !        A  counselo3r  s»y  M*ume  this  role.    This  per- 
son^designated  as  the  child«re  specialist,  would  be  superv^ed 
by  the- program  administrator  and  work  directly  with  indiv^al 
counselors  to  coordinate  childcare  services  for  indivWual  cli- 
be  as  follows        9  ^  *"  ^  or^"tional  structure  would 
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Program  administrator 


Childcare 
specialist 


Vocational 
rehabilitation 
specialist 


Heaith  care 
specialist 


Treatment  counselors/caseworkers 


The  childcare  specialist  should  possess  skills  in  parenting  train- 
ing; an  educational  background  ox  formal  training  in  child  devel  - 
opment;  prior  experience  in  a  day  care  progi  am  (as  either  an  ad- 
ministrator ,  a  teacher,  av caregiver,  a  teacher's  aid,  or  a 
volunteer) ;  and  prior  experience  with  the  child  welfare  system. 
Although  it  may  not  be  a  written  requirement,  program  administra- 
tors may  want  to  give  special  consideration  to  selecting  a  woman 
wno  has  children  in  day  care,  thereby  providing  the  added  dimen- 
sion of  direct  experience  with  the  day  care  facilities  in  the 
community  and  a  sensitivity  to  the  issues  women  face.  Applicants 
for  the  childcare  specialist  position  should  be  recruited  fron 
licensed  childcare  facilities,  State  or  local  social  services 
agencies,  and  local  school  systems.    The  responsibilities  of  this 
position  would  include  the  following: 

•  Development  and  implementation  of  tne  childcare  services 
referral  network; 

•  Development  of  in-service  training  programs  for  counselors 
on  various  aspects  of  childcare  services  relating  to  both 
the  mother  and  the  child?  . 

*        2  < 

•  Coordination  with  State  and  local  childcare  resource 
agencies;  f 

•  Creation  of  a  reference  library  of  current  literature  on 
day  care  services,  child  development,  parenting^ social 
work,  health  services.,  etc.j  * 

•  Ongoing  liaison  with  and  training  of  child  welfare  and 
day  care  staff; 

•  Supervision  of  childcare  placements  and  troubleshooting; 

*  • 

•  Coordination  with  counselors  regarding  the  childcare  needs 
jof  their  clients*,  and 
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•   Direct  work  with  female  client."  (e.g.,  accompanying  then 
on  Visits  to  day  care  homes  and  centers,  helping  them  in" 
ongoing -relationships  with  caretakers  and  their  children, 
providing  parenting  training,  helping  then  quali'fy  for 
financial. assistance  for  day  care). 

.Although  the- chiidcare  specialist  will  be  the  central  resource' 
?^*C""  toLchiH  **V  c**»  services,  the  treatment  counselors 
.will  need,  to  be  aware  of  and  sensitive  to  chiidcare  issues  to 
meet  the  needs  of  their  clients.    For  example,  a  client  may.pre- 
•  tX,^Xk   9  dlrwtly  with  the  counselor  rather  than  with  the 
chiidcare  specialist  in  exploring  chiidcare  Alternatives.    In  this 
case,  the  counselor  would  use  the  services- of  the 'chiidcare  spe-  - 

£  *  fe,ourc!  •tto  helP  to  ■«*  the. client's  needs.  Coun- 
selors, therefore,  should  be  knowledgeable  about  the  available 
child  aay  <;are  services  In  the  cosmmnity,;    •  .  -  *" 

*•*    *  • 

Programs  should  .contact  the  State  or  local'  welfare  department, 
day  care  licensing,  authority,  office  for  children,  and  similar 
agencies  for  information  on  training  programs  for  chiidcare  pro-  ' 
l~i"*L  F°I  ""y1*;  1,1  Virginia,  the  Office  for  Children  offers 
graining  ,and  professional  assistance  for  child  center  staff  and 
family1,  day  care  providers,  as  well  as  assistance  in  choosing  the* 
most  appropriate  type  of  care.  •  ' 


DEVELOP*.  THE  CMLOCARE  SERVICES 
REFERRAL  NETWORK  * 


IDENTIFYING  THE  SOURCES  OF  CHIIDCARE 

The  treatment  program  should  first  develop  a  comprehensive  list 
of  potential  resources  for  child  day  care  information,  including 
the  following.-    (1)  Federal  agencies  that  provide  funding,  and  as- 
sistance to  States  for  childcar*  programs,  (2)  state  agencies  and 
umbrella  organizations  that  have  responsibility  for  funding  or 
licensing  child  day  "are  centers  and  homes,  (3>  conmunity  organi- 
tl  iAt  sP°n8°r  or  coordinate  child  day  care  programs,- 

and  (4)  chiidcare  centers  and  homes.    Figure  1  illustrates  sug- 
gested resources  for  information  about  chiidcare'  services.  The 
next  section  discusses  information  available  at  each  point  of 
contact,  including  names,  addresses,  and  phone  numbers  of  recom- 
mended contacts  and  suggestions  on  areas  of'inquiry. 

The  Federal  Government.    The  first  critical  level  of  fc..  ,iry  about 
child  day  care  services  is  the  Federal  Government.    The  »deral' 
Government  currently  spends  52  billion  a  year  on  day  care "for 
..5  million  children.    Federal  programs  for  child  day  care  include 
the  title  XX.  day  care  programs  and  the  Head  Start  Program  dav  care' 
component. 

The  following  is  a  list^f  agencies  that  can  provide  relevant  in- 
formation on  Federal  'day  care' programs: 
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Hr.  Frank  Ferro  ~"  :  

Children's  Bureau  * 

U.S.-  Department  o£  Health  and  Human  Services  k* 
400  6th  Street,  S.W. 
Washington,  D.C.*  20024 
•  (202)  755-7724  . 

Administers  research,  program  development,  and  operation  of 
day  care  services  in  Head  Start,  child  abuse  prevention*  etc 

Administrator 

Office  of  Family  Assistance 
U.S.  Department  of  Health  and  Human  Services 
122  C  Street,  N.W. 
Washington,  D%C.  50001 

(202)  245-2041'    ,  '  « 

Provides  direction  and  technical  assistance  in  the  adminis- 
tration of  aid  to  families  with  dependent  chiidren,  Sergenc, 
welfare,  and  energy  assistance  to  low  income  groups.  Coor- 
dinates the  Child  Welfare  Service  and  the  Work  Incentive^ 
Program  (WIN)  and- other  work  training  programs.  ™ 

9 

U.S.  Department  of  Labor  * 
Manpower  Administration 
14th  St.  s  Constitution  Ave.,  N.W. 
Washington,  D.C.  20215"  •  . 

(202)-  393-2420  . 

v  , 

The  job  training  program,  including  CETA  (Comprehensive  Em- 
ployment and  Teaming  Act),  finances  work  training  and  work 
projects,  including  childcare.    The  Women's  Bureau 

1  ciSare6U>  '  '  -°  °f  ^ 

Community  Services  Administration 
1200  19th  Street,  N'.W. 
Washington,  D.c.  20506 

(202)  254-5840  ~  4 

Administers  antipoverty  projects  and  oversees  Head  start 
Program* 

nhn^^'n^  *9*ncies  should  ^  in  writing  or  by  tele 

Phone.    Programs  sWd  keep  a  written  record  or  each  contact, 
noting  a,,  minimum  the  following  information: 

•  Name  of  contact  person; 

•  Agency  name;. 
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•  Address; 

•  Telephone  number;  and 

•  Response's  to  questions: 

,  '       1*    What  programs  related  to  child  day  care  does  your 
agency  administer- or  oversee?'  * 

•  2*    What  funding  does  your  agency  provide  to  states  for 

child  day  care? 

3*    What  are  the  guidelines/requirements  for  funding? 

4*    What  training  or  technical  ass  stance  is  available? 

5.    What  literature  is  available? 

6*  "  What  other  persons/agencies  should  I  contact  regarding 
federally  sponsored  day  care  programs? 

c 

Title  XX  of  the  Social.  Security  Act,  the  largest  federally  funded 
*  child  day  care  program,  makes  available  formula  grants  to  States 
for  the  operational  the  State  level  of  childcare  and  other  social 
service  programs/  including  Child  Welfare  Services,  to  help  pre- 
vent the  neglect  and  abuse  of  children;  and  the  Work  Incentive 
Program  (WIN) ,  to  provide  chil4care  and  other  services  to  those 
in  work  training  programs*    The  title  XX  day  care  program  at  the 
Federal  level  is  under  the  control  of  the  Community  Services  Ad- 
ministration of  the  U.S.  Department  of  Health  and  Human  Services 
(DHHS)  ♦    The  Office  of  Child  Development  (OCD)  in  DHHS  is  respon- 
sible for  guaranteeing  the  quality  of  title  XX  day  care*  The 
title  XX* program  is  assigned  to  serve  children  of  the  economically 
disadvantaged*    Although  supported  through  Federal  funds,  title  XX 
is  an  optional  State-operated  program.  .Most  States,  however,  do 
hi'/e  title  XX  day  care.    Some  exceptions  are  Aiaska  and  Minnesota, 
where  child  day.  care  is  supported  totally  through  State  funds 
(these  States  have  in  effect  "bought  out"  the  title  XX  day  care 
program)  *    Because  title  XX  day  care  is  operated  at  the  State 
level,4  the  eligibility  requirements  vary*    Some  States  (e*g*, 
.Kansas)  limit  title  XX  day  care  to  families  who  are  receiving  Aid 
to  Families- with  Dependent  Children  (AFDC). 

In  Virginia,  day  care  centers  and  individual  day  care  providers 
are  approved  by  the  State  to  receive  title  XX  eligible  children* 
The  only  mandated  target  population  for  title  XX  day  care  are 
families  who  need  day  care  for  purposes  of  employment  or  education 
or  training  leading  to  employment.    Virginia*  in  addition  to  the 
mandated  employment-related  eligibility  criteria,  has  optional 
conditions  whereby  the  State  can  determine  a  family  eligible  for 
c|ay  care*    Such  optional  cases  include  "for  the  purpose  of  pro- 
tection, temporary  absence  or  illness  of  the  parent/caretakeri  or 
for  meeting  the  special  developmental  needs  of  the  child  where 
the  service  and  the  populations  to  be  serve^  are  included  in  a 
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'  'llV^fl^l^t^^  5erViC6S  pl&n'"   *****  °n  these  crite- 
ria, the  availability  of  childcare  through  title  XX. for  mothers 

£fS?Eta?  *"  *  *"»  *—  W*»  would  be^ional 

for  the  local  agency,  with  each  case  evaluated  individually „ 

^!!  n^P^f  f*y  031:6  coe,P°nent  ^  "nder  the  jurisdiction  'of 
the  Office  of  child  Development  in  DHHS.    This  program  also  serves 
children  of  the  economically  disadvantaged.    The  Head  start  day^ 
care  programs  have  educational  and  health  components  designed  to 
meet  the  needs  of  the  children  they  serve.  esignea  to 

■  State  Resources.    Although  States  must  meet  federally  mandated 
requirements  and  guidelines,; each  operates  federally  subsidized 
day  care  programs  differently;    Programs  should  contact  by  tSe- 

de^J;    ?  f^6 ,\title  **  (listed  under  the  state 

.department  of  social  services  or  the  welfare  department  in  the 
^  telephone  directory)  and  request  the  following,  if  available: 

•  A  State-published  citizen's  handbook  containing  informa- 
tion about  services  offered  by  government  agencies,  names 
of  agencies,  and  telephone  numbers; 

•  A  copy  of  the  State  guidelines,  and  eligibility  criteria 
e    for  title  XX  day  care; 

•  The  name  of  the  person  and  agency  responsible  for  title  XX 
day  care  in  the  program's  community;  and 

•  An  interpretation  of  the  title  XX  eligibility  criteria  as 
they  apply  to  mothers  seeking  treatment  in  drug  abuse 
treatment  programs.  i^^^ 

Licensing  for  day  care  also  is  regulated  at  the  state  level  m 
most  states,  day  care  licensing  is  the  responsibility  of  the  State 
department  of  public. welfare.    In.  Arizona,  the  DistrLt  of  Colum- 
bia, Maryland,  Massachusetts,  and  New  Mexico,  day  care  standards 
and  licensing  are  supervised  by  .the  State  health  department,  m 
New  Jersey,  licensing  is  under  the  control  of  the  Department  of 
2SE£  T  ana.A9e"cies-  In  Louisiana,  Mississippi,  and  North 
Carolina,  licensing  is  a  voluntary  dedision.    Most  States  maintain 
lists  of  approved  day  care  centers  and  individual  providers.  Ap- 
pendix A  provides  a  list  of  state  agencies  responsible  for  licens- 
ing day  care  facilities. 

Programs  should  contact  the  State  licensing  agency  by  telephone 
or  in  writing  and  ask  for  the  following: 

•  A  current  listing  of  approved  day  care  centers  and  day 
care  homes; 

•  Relevant  contacts  in  the  program's  cownunity  for  inquiries 
about  available  childcare  services;  and 
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•  Training  or  technical  assistance  services  offered  by  the 
State. 

To  assure  future  cooperation  and  to  begin  to  establish  working 
relationships  with  State  and  local  day  rare  governing  bodies , 
program  staff  should  explain  that  the  program  wants  to  meet  the 
childcare  needs  of  dru'g-dependent  women  so  that  those  women  can 
receive  treatment  and  rehabilitative  services.    Because  many  de- 
cisions regarding  eligibility  for  financial  assistance  for  mothers 
needing  drug  treatment  services  may  be ^oorderline,  programs  should 
secure  support %f or  their  efforts  from  State  and  local  officials. 
Representatives  of  State  and  county  agertcies  are  often  available 
to  discuss  the  services  they  offer  and  to  acquaint  tne  treatment 
program  staff  with  licensing  requirements,  eligibility  require- 
ments, and  referral  procedures. 

Umbrella  Organizations.    Various  agencies  and  organizations  oper- 
ate networks  of  family  day  care  homes.    In  some  instances,  an 
agency  has  been  given  authority  by  the  State  to  register  or  li- 
cense homes.    Women  interested  in  providing* family  day  care  may 
apply  to  the  agency  to  receive  training  supervision,  play  mate- 
rials, substitute  caregivers  for  vacations .and  emergencies,  sample 
forms  for  medical  releases,  admission,  attendance  and  other  record- 
keeping, help  in  drawing  up  contracts,  and  opportunities  to  gather 
on  a  regular  basis  with  other  providers  to  discuss  problems  and 
share  ddeas.    Organizations  that  may  have  information  about  an 
umbrella  agency  in  your  community  include  the  local  community  co- 
ordinated childcare  council,  community  colleges  and  universities, 
civic  groups,  and  local  family  day  care  councils. 

Resources  in  the  Community.    From  contacts  with  the  various  re- 
sources discussed  earlier*  programs  should  have  a  list  of  recom- 
mended agencies  and  persons  in  the  community  to  contact  for  addi- 
tional information.    Each  contact  should  be  made  in  person  if 
possible.    At  Minimum,  during  the  initial  contact,  program  staff 
should  obtain  information  on  the  following: 

•  Day  care  services/centers/homes  in  the  community  that 
might  be  accessible  for  female  clients  in  drug  treatment 
in  terms  of  financing,  location,  and  quality  of  services 
offered;  and 

•  Services,  technical  assistance,  or  training  that  they  may 
offer  to  facilitate  the  identification  and  placement 

\process. 

In  additionH^j  resource  persons  and  agencies  recommended  for  con- 
tact, the  follbwinc,  additional  contacts  should  be  made  for  infor- 
mation about  childcare  services: 

•  The  meal  department  of  welfare,  division  of  youth  and 
•family  services,  may  offer  lists  of  local  day  care 
programs. 
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%IVU  *  ^^^C^Pt^8  °iih€  N*tion*?-  Organization  for  Women 

W»    f       '  ffli  ;?9dofheri^,«  organizations  frequently  have 
ii*    .         ttijttcare  task  forces  and,  information  services.  They 

*l8Q  help  ttft  Pro9r*»  survey  their  membership  about 
childcare  arrangements  used. 

i*r  .'t  •  .  •  *  ' 

#  §  *  *"*  a<^nistrators  in  local  elementary  schools 

»    O  f  and  pfceschool  programs  can  help  identify  d^y  care  programs 

h    :  youxi  area.  ^  *  ^ 

,    •   The  local  "community  coordinated  childcare  council  (4-c) . 

•;   YK/WCA..  and  YH^fWHA  aid  Christian  or  Jewish  community 
,     -   ^enW*fe  sources  of  family  services, -including  parent- 
*        ii\g  F«»gs,  prenatal  programs,  after-school  childcare, 
'     f?13Tiar  3r  P«^-tiae,inur«ery  and  childcare  programt,  and 
courser,  on  p.e.T.  and  single  parenthood. 

^  •   CoiBmunity  organizations  and  councils. 

•  ^?fl  colleges  and  universities  may  have  directories  of 
,      childcafceiprograms  and  homes  and  may  offer  placement 

assistance. 

* •   Day  care  and  nursery  school  councils. 

•  The  local  Head  Start  office  will  have'  information  about 
,:  x  the  number  and  location  of  Head  Start  day  care  programs 
-t'           #      operated  in-public  schools. 

*  ,   *  'Staff,  clients,  friends,  and  volunteers  in  the  treatment 

program  who  currently  have  .their  children  in  a  day  care 
setting  are  a  valuable  resource. 

4ji  •   The  Yellow  Pages  of  the  telephone  directory  will  have 

JiS  i  ;li»tftgs  of  private  day  care  centers  and  nursery  schools. 

"_t      f  ;         5"  * 

•  . Loca# newspapers % will  often  contain  advertising  for  day 
.care  programs  and  providers  who  have  available  space. 
'*  \       ,  i  •  , 

The  information  obtained  : thr&ugh  contacts  with  the  agencies  and 
organizations  listed  should  be  categorized  into  two  groups-  home- 
based  care  and  center-based  pare.    The  following  basic  information 
snou^  be  recorded  for  each  childcare  setting: 


•  Length  of  time  in'  operation; 
•  $  .         +  and  number  of  staff; 

'■I'  IS  f    4     *"  j*1**1*1*^  th«  program  is  licensed; 
V  |  .         •  IWhetfrer;  toilet  training  is  a  requirement; 

•  Othe*  eligibility  requirements; 

•  Hummer  and  ages  of  children  served; 
#;  Number  of  meals  provided; 

•  :  Services  provided; 
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•  Cost  requirements;  and 

•  Transportation  services. 


This  information,  although  sufficient  for  the  initial  search,  does 
not  address  determining  the  quality  of  services  provided.  Crite- 
ria for  evaluating  the  quality  of  childcare  programs  and  selecting 
a  program  to  meet  the  needs  of  the  mother  and  her  children  will 
be  discussed  later  in  this -chapter. 


KEEPING  INFORMATION  CURRENT 

If  the  childcare  referral  system  is  to  be  effective,  the  treatment 
program  stould  develop  a  procedure  for  updating  its  resource  files 
at  least  annually  (probably  much  more  often)  to  determine  the 
following: 

•  What  are  the'  available  vacancies? 

•  Is  the  childcare  center  or  home  still  operating? 

•  "  What  new  settings .have  been  established?    (This  informa- 

tion could  be  determined  from  new-listings  of  licensed 
facilities  available  from  the  Stfte  or  county  licensing 
authority  or  through  monitoring  newspapers  and  classified 
ads . ) 

•  What  has  been  the  experience  of  mothers  in  treatment  who 
have  children  in  various  childcare  settings? 


Ideally,  knowledge  about  the  quality  of  all  childcare  settings  in 
the  community  should  be  gathered.    The  initial  evaluation  can  be 
limited  to  programs  that  might  be  used  based  on  availability  of 
financial  assistance  and  other  factors.    Information  can  be  ob- 
tained from  the  licensing  authority;  however,  if  possible,  the 
treatment  program  should  contact  each  center  and  day  care  home 
either  by  phone  or  through  onsite  vfsits  to  determine  the  range 
of  services  and  quality  of  care  provided.    The  treatment  program 
should  obtain  and  be  familiar  with  Te4eral  and  State  minimum  re- 
quirements, a  copy  of  which  should  have  been  requested  during 
prior  contacts  with  State  agency  officials*    Most  States  require 
a  certain  minimum  space  indoors  and  outdoors,  depending  on  the 
number  Qf  children  served.    In  addition,  health,  sleeping  facili- 
ties," diapering  and  toilet  facilities,  food  preparation  and  feed- 
ing, and  the  staff/child  'ratio  are  likely  to  be  under  State 
regulation.  * 


The  following  criteria  for  measuring  the  quality  of  child  day  care 
programs  will  give  treatment  programs  an  idea  of  what  to  look  for 
in  evaluating  childcare  settings.    A  checklist  evaluation  form 


EVALUATING  CHILD  DAY  CARE  PROGRAMS 
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(figure  2)  is  provided  at  the  end  of  this  section  for  rating  qual- 
ities of  service..  ,  .. 

THE 'CAREGIVER^  / 

A  responsive,  competent  caregiver  can  give  a  young  child  valuable 
experience  in  learning  to  adjust  to  the  expectations  of  someone 
other  than  the  mother;  however,  a  poor  caregiver  can  inflict  last- 
ing emotional  damage,  as  has  been  documented  in  infant  research 
studies  (Caplan  1978).    A  competent  caregiver,  therefore,  should 
be  warm  and  responsive  with  children,  encourage  intellectual 
growth  and  development;  respect  the  child's  individual  needs,  be 
able  to  cope  with  t      demands  of  caring  for  children,  and  be  con- 
sistent and  fair  in  disciplining  them  (Gold  and.'  Bergstrom  1978)  . 
The  competence  of  caregivers  can  be  measured  by  observing  how  they 
interact  with  the  children  under  their  care.    For  example,  does 
the  caregiver  talk  to  the  baby  while  changing  a  diaper,  hold  the 
infant  while  feeding,  and  pay  attention  to  each  child's  tempera- 
ment and  developmental  needs?    in  relating  to  older  children, 
does  the  caregiver  give  individual  ttention~to  the  children 'as 
needed,  encouraging  them  to  find  their  own  answers  and  create 
their  own  pictures  and  dramatic  situations?    Do  the  children  trust 
the  caregiver  and  look  to  him  or  her  for  guidance? 


ST^FF/CHILD  RATIO 

The  staff/child  ratio  directly  affects  the  quality  of  childcare. 
As  the  number  of  children  in  a  setting  increases,  so  does  the  po- 
tential for  aggressive  behavicr  and  distracting  situations.  Most 
childcare  settings  follow  the  Federal  Interagency  Day  Care  Re- 
quirements for  staff/child  ratio. 

•  Center-based  care:      |  *" 

1.  For  3-  to  4-year^olds:    one  adult  for  every  five 
children. 

4 

2.  For  4-  to  6-year-olds:    one  adult  for  every  seven 
children. 

3.  For  6-  to  14-year-olds :    one  adult  for  every  ten 
children. 

•  Family  day  care  programs: 

1-     For  up  to  2-year-olds :    one  adult  for  every  two 
children. 

i 

_  < 

f**       to  6*vear-°ld£:    one  adult  for  every  five 
"children  (assuming  ^hose  five  include  the  caregiver's 

own  children  and  involve  no  more  than  two  children 

Under  age  2) . 
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DISCIPLINE  AND'  BEHAVIOR  V       »  l 

J  J 

Indicators  %of  discipline  and  behavior  are  measured  by  the  percep- 
tions arid  observations  of  the  evaluator.    The  following  are,  sug- 
gestions on  what  to  look  for.  ,  •  £j?   f  j 


^       •    Do  the  caregivers  have  a  loving  and  patient  attitude  w|th 

the  children,  or  do  they  resort  to  yelling  and  threats?       i,  ♦  -  1 

.  *        .  *  \  V  i 

•  How  is  toilet  training  handled?    Are  the  children  "jpunished 
or  reprimanded  for  accidents?  ..  -  , 

-  \  *        '      i-i.;  J 

>    What  is  the  basic  method *of  discipline?    Do?  Vou  f  eel  .com-^  H 
fortable  with  these  methods?  \ 

•  How  does  the  caregiver  handle  disputes  among  the  children?        {  jj 

•  Is  the  caregiver's  interaction  with  the  children  heavily  ij? 
sprinkled  with  dos  and  don'ts?  *  ft  T 

•  Does  the  caregiver  have  different  expectations  and  treat-      1  ,x4. ,1* 
ment  for  girls  and  boys?  '  *  *     \  jbh 

I        *      A  Til 

•  Does  the  caregiver  reprimand  the  girls  and  boys  ■  .  «  ^ 
'    differently?  ,  *  :  i 

«  §  in 

»  }    ,  .{I 

ATMOSPHERE* 


Observing  how  children  work  and  play  together  can  be  the  best  in-  fciT 

4icator  of     .e  quality  of  the  program  and  the'  competence  of  the  t  jj* 

caregiver.    Measures  of  the  program's  atmosphere  include  the      „  Itjjj 

following:             -                                        !  I"  ft! 

•  Do  the  caregivers  and  children  enjoy  themselves?  .  $ 

:  *  •  ■   -;  i  m 

•  Are  parents  welcomed  to  visit  at  any  time,  without  advance  •>  m 
notice?                            j                                             <  $  -Ajl 

•*  Do  the  children .seem  happy?  1  - 


Do  •'fch.e  children  trust  the  teachers  and  turn  to  them  for 
help? 

« 

Are  the  children  relaxed? 

Do  £he  children  appear  to  be  comfortable  with  one  another, 
or  are  there  constant  fights  and-  disturbances?  * 


PHYSICAL  ENVIRONMENT 

The  physical  facilities  for  day  care  programs  are  usually  regu- 
lated by  St^fce  or  county  licensing  authorities.    During  the  onsite 
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visit,  the  treatment  program  ©valuator  should  hot  be  presented  as 
a  licensing  official,  but  rather  *s  an  observer i  , 

e  :  Does 'the  physical  environment  have  sufficiwit  space  for 
play,  both  indoors  and  outdoors? 

•  Is  the  facility  or  home  free  from  accidental  hazards? 

•  Are  the  bathroom  facilities  clean? 

e-  Does  the.  program- Have  basic  equipment,  materials,  and 
toys  neatly  arranged  and  within  easy  reach  of  the. 
children?  ^ 

*  •  » 

•  Are  the  areas  for  naps  clean  and  comfortable? 

SERVICES  PROVIDED  f 

The  range  of  services  will  vary  with  the  size  and  funding  of  the 
program.    The  following  is  a  discussion  of  basic  services. 

•Daily  Program  of  Activities..    Does  the  center  have  a  detailed 
schedule  of  'activities  for  the  children;  or  -is  the  program  flex- 

.  ible,  leaving  planning*  of  activities  up  to  the  caregiver  each 
day?    Are  opportunities  provided  for  active  play  periods  alter- 
nated with  quiet  times?    Are  materials  (paint,  paste,  and  paper) 

*  and  time  .provided  for  creative  play?    is  there  space  and  equipment 
for  dramatic  play  to  allow  children  to  act  various  roles  and  ex- 
press feelings  and  experiences?   How  'many  hours  of  television  do 
the  children  watch  during  the  day?  "(This  is  a  particular  consid- 
eration in  home-based  care.)    in  programs  that  involve  minority 
children,  are1  bilingual  and  bicultural  activities  part  of  the 
daily  program?  / 

/ 

Parental  Participation.    For  drug-dependent  women  who  may  feel 
threatened  by 'the -possible  loss  of  control  and/ojr  loss  of  their 
child,  a. program  that  encourages  parental  participation  can  re- 
lieve much  of  this  anxiety.    Although  many  mothers,  especially 
single  parents,  have  many  demands  on  their  time,  the  childcare 
program  can  relate  to  and  involve  parents  in  many  ways.    The  pro- 
gram should  be  flexible  enough  so  that  caregivers  are  available 
at  times  convenient  to  the  mother  to  discuss  the  child's  progress. 
Other  forms  of  parent  participation  include -the  use  of  parents  as 
volunteers,  parenting  skills  programs,  and  open  house  functions 
where  parents  can  observe  their  children  and  talk  to  tne  teacher 
or  caregiver. 

Health  Services.  .Health  care  and  health  education  are  extremely 
important  aspects  of  a  good  day  care  program,    in  most  States,  an 
enrollment  physical  exam  and  immunizations  are  required  by  li- 
censing regulations  before  a  child  can  enter 'day  care.    Such  serv- 
ices to  children  from  low-income  families  are  often  available 
through  public  health  clinics.    Some  programs  employ  various 


437 


US 


health  professionals  either  full  time  or  part  time,  including^ pe- 
diatricians, nurses,  social  workers,  psychologists,  psychiatrists, 
speech  therapists,  nutritionists,  and  dentistsV    If  health  serv- 
ices are  not  provided,  the  program  may  coordinate  services  with 
the  State  health  department  or  the  community  health  center.  Areas 
to  be  checked  during  the  onsite  visit  include  the  following; 

•  Does  the  program  have  written  health  guidelines  for  chil- 
dren enrolled  in  the  program? 

•  Does  the  program  have  written  guidelines  for  the  manage- 
ment of  medical  emergencies? 

c 

•  Does  the  program  have  a  policy  on  the  enrollment  of  hand- 
icapped children?  ,t 

•  What  are  the  health  requirements  for  entry?  What  medical 
examinations  and  immunizations  are  required  before  entry? 
What  forms  need  to  be  completed? 

Nutrition  Services*    Because  many  children  of  working  mothers  are 
in  day  care  approximately  10  hours  a  day,  a  sound  nutritional 
component  is  essential.    Such  a  program  can  help  children  estab- 
lish good  early  eating  habits.    Programs  might  schedule  a  visit 
during  lunch  hour  to  evaluate  the  type  of  food  served.    This  eval- 
uation should  also  include  types  of  shacks  served  and  their  fre- 
quency.   The  evaluator"  should  notice  if  the  children  participate 
in  food  preparation^    Comprehensive  nutrition  services  might  in- 
clude a  full-time  nutritionist,  consultation  services  to  mothers, 
establ ishmerft  of  standards  for  the  quality  and  cost  of,  feeding 
programs,  and  training  for  families  to  help  them  meet  their  chil- 
dren's basic  nutritional  needs. 


EVALUATION  INSTRUMENT 

The  following  rating  sheet  for  evaluation  of  day  care  settings  is 
taken  from  the  book  New  Life  Options;    The  Working  Woman's  Re- 
source Book  (Loring  and  Otto  1976) .    This  instrument  was  developed 
to  help  parents  know  what  to  look  for  in  selecting  a  childcare 
setting.    The  rating  sheet  uses  forced-choice  categories:  Each 
aspect  of  childcare  i&  rated , "acceptable"  or  "unacceptable."  This 
approach  is  offered  because  individual  choices  concerning  day  care 
are  usually  based  on  acceptability  rather  than  on  a  complex  system 
of  scoring. 
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The  choice  of  'a  child  day  cara  arrangement  depends  on  several 
factors:    the  mother's  feelings  about  what  is  best  for  her  chil- 
dren, tjia  treatment  program1©  assessment  of  the  family  s.ituaUon, 
and  mn  assessment  of  community  childcare  resources.  "* 

^Once  the  child  day  care  referral  network  has  been  established, 
treatment  staff  can  begin  to  help  clients  and  potential  clients 
•tleqt  appropriate  childcare  settings.    This  service  can  be  pro- 
vided by  either  the  childcare  specialist  or  individual  counselors, 
depending  on'  the  organizational  structure  of  the  program.  Because 
the  need  for  childcare  services  may  affect  a  woman's  ability  to 
enter  treatment,  counseling  for  selection  of  child , day  care  serv- 
ices should  become  part  of  the  intake  process.    The  following 
steps  are  recommended  for  coordinating  child  day  care  resources 
with  individual  family  nesds.  % 


STEP  ONE:     HELP  THE  CLIENT  hA/E  £  POSITIVE  ATTITUDE 
ABOUT  CHILD  DAY  CARE  . 

Most  women  have  feelings' of  anxiety  about  leaving  their  child  in 
a  childcare  situation,  especially  for  long  periods  of  time.  Women 
with  a  substance  abuse  problem  may  also  *:ave  feelings  of  inade- 
quacy as  parents.    The  mother  may. feel  sad  or  guilty  about  leaving 
her  child  and  jealous  that  another  caregiver  may  sup/jumt  her  in 
her  child's  affections.    During  the  intake  process,  th*  treatment 
counselor  should  be  aware  of  such  feelings  and  assure  the  woman 
that  quality  day  care  arrangements  can  contribute  greatly  to 
strengthening  family  life  in  general  and  the  mother/child  rela- 
tionship in  particular.    Indication*  of  a  woman's  internal  con- 
flicts about  childcare  might  include  feelings  of  social  pressure 
to  be  at  home  wivh  her  children)  inability  to  *?3al  with  a  hus- 
band's uncooperative* attitude;  or  guilt  feelings"  about  having  to 
explain  to  small  children  why  they  have  to  go  into  a  day  care 
setting.    The  solution  to 'each  of  these  problems  must  be  dealt 
with  on  an  individual  basis;  however,  if  a  woman  has  difficulty 
in  opening  up  during  individual  counseling  sessions,  it  might  be 
helpful  to  have  her  participate  in  a  group  session  with  other 
women  in  the  program  who  have  children  'in  day  care  settings.  The 
goal  should  be  for  the  woman  to  view  the  day  care*  experience  in  a 
positive  light,  as  an  experience  that  supplements,  not  replaces, 
the  care  and  affection  a  child  receives  at  home. 


STEP  TWO:     ASSESS  THE  NEEDS  OF  THE  MOTHER 
AND  THE  NEEDS  OF  THE  CHILD 

An  initial  consideration  in  determining  an  appropriate  childcare 
arrangement  is  the  client's  treatment  plan  and  long-term  goals  re- 
garding the  basic^treatment  regimen,  job  training,  educational 
opportunities,  and  employment  goals.    Care  should  be  taken  to  se- 
lect a  childcare  setting  that  will  meet  the  mother's  present  and 
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future  needs.    At  minimum,  any  child  day  care  setting  must  meet' 
the  basic  noeds  regarding  (1)  the  hours  of  the  day  and  days  of 
the  week  care  is  needed,  (2). the  age  of  the  child  or  children  to 
be  served,  (3)  transportation  requirements,  and  (4)  financial  ar- 
rangements.   After  these  initial  requirements  have  been  met,-  the, 
social,  emotional,  andjphysical  health  needs  of  the  mother  and 
tfie  child  can  be  addressed. 

The  Mother's  Needs?    In  assessing  the  mother's  needs  and  prefer- 
ences, the  counselor  should  make  the  following  inquiries: 

•  What  is  the  mother's  preference  regarding  a  home-based  or 

•  center-based  program?    Does  the  mother  want  her  child  in 
a  home  environment  until  school  age,  or  does  she  feel  a 
structured  school-based  environment  is  best?    A  survey 
conducted  .in  1970  (Westinghouse  Learning  Corporation  and 
Westat  Research,  Inc."  1970.)  found  that  mothers  indicated  j 
the  highest  degree  of  satisfaction  with  day  care  centers 
that *met  Federal  or  State  guidelines. 

•  -  What  is  the  mother's  preference  for .the  type  of  caregiver? 

Is  it  important  that  the  woman  have  children  of  her  own? 
Should  the  caregiver  have  set  ideas  and  practices  of 
childcare,  or  should  she  be  more  flexible  and -willing  to 
follow  the  desires  of  the  parent  in  such  areas  as  food, 
toilet  training  practices,  and  so  on.     It  is  important* 
♦  that  such  issues  are  raised  at  the  outset  and  discussed 
with  prospective  caregivers. 

•  Does  the  mother  place  any* importance  on  fostering  rela- 
tionships wifch  caregivers  or  children  from  different  eth- 
nic, racial,  or  religious  backgrounds.?    The  program  should 
probably  encourage  such  arrangements  to  provide  continuity 
in  the  caretaking  styles  between  the  child's  own  home  and 
the  childcare  setting.  ' 

•  Does  the  mother  find  the  child  difficult 'to  manage  for 
any  reason?    Are  these  problems  associated  with  normal 
stages  of  development  (e.g.,  temper  tantrums,  negativism,  ' 
attachment  to  security  items,  aggressiveness),  or  are 
they  symptoms  that  might  indicate  extreme "anxiety,  fear, 
etc.  (e.g.,  muscle  tics,  head  banging). 

•  How  does  the^ mother  feel  her  drug  dependency  problem  has 
affected  her  child? 

The  Child's  Needs.    The  needs  of  the  child  can  be  determined  from 
home  visits,  discussions  with  the  mother,  and  the  counselor's  ob- 
servations of  the  parent/chi?d  relaUonship.    During  the  initial 
stop  of  discussing  and  identifying  various  childcare  arrangements, 
the  counselor  might  encourage  the  woman  to  being  her  children  with 
her  on  scheduled  visits.    Areas  of  consideration  in  determining 
the  needs  of  the  child  include  the  following: 
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•  What  are  the  health  needs  of  ,£he  child?*  Does  the  child 
have  any  physical  handicaps?    Has  the  child  received  the 
necessary  immunizations?    Does  the  child  appear  to  be 
under-  or  overweight?    Doec  the  child  have  any  medical 
problems  that  might  restrict  her  or*  hia  activities  in  any 
way?    If  the  child  has  severe  emotional  or  physical  hand- 
icaps, a  specially  designed  day  :are  program  may  be 
needed* 

•  *  f 

•  Is  the  child  an  only  child?    Does  the  child  have  opportu- 
nities to  play  with  other  children  on  a  regular  basis? 

If  the  child  hashad  little  opportunity  for  .nteraction  ' 
with  other  children  on  a  regular  basis,  a  childcare  home 
with  more  flexibility  and  a  small  group  of  children  may 
initially  be  more  suitable  than  center-based  care.  It 
would  also  be  beneficial  in  this  case  if  all  of  the  chil- 
dren in  tne  caregiver's  home  were  approximately  the  seme 
age.    A~ young  child  may  have  difficulty  keeping  up  with 
older  children.  ^ 

•  Has  the  child  suffered  physical  or  emotional  abuse  or  ne- 
glect?   Physical  abuse  or  neglect  can  be  determined  by 
the  general  appearance  of  the  child  (e,§,,  signs  of 
bruises,  extreme  weight  loss,  etc.).    Emotional  problems 
can  be  indicated  by  signs  of  listlessness,  stuttering, 
and  so  on. 

•  In  the  immediate  neighborhood,* does -the  child  have  an  op- 
portunity to  play  with  others  of  his  or  her  own  age?  Of 
different  ages?    Again,  these  factors  will  affect  the  age 
and  number  of  children  in  the  childcare  setting  selected. 

f 

•  Consider  the  child's  personality  and  tendencies.  How 
much  individual  attention  does  the  child  need?    This  will 
influence  the  caregiver/child  ratio. 

•  What  are  the  child's  individual  needs  as  perceived  by  the 


•  Observe  the  chila!  for  emotional  tendencies  during  discus- 
sions with  the  mother,    if  the  child  is  contrary,  easily 
frustrated,  or  easily  frightened,  the  adult  attitude  to- 

.  ward  this  behavior  will  determine  how  that  child  is  going 
to  react  in  a  group  situation.    This  in  turn  will  deter- 
mine the  type  of  group  situation  chosen.    In  many  in- 
stances, a  child  may  act  differently  when  .with  the  mother 
than  when  with  other  adults.    If  the  mother  agrees,  the 
counselor  may  spend  some  time  alone  with  the  child. 

•  Observe  the  child  for  sigr.j  of  excessive  fear  or  anxiety. 
Anxiety  can  result  from  overly  severe  punishment  and  re- 
strictions, inconsistency  in  the  way  the  child  is  treated, 
and  wide  mood  swings  in  the  way  the  mother  reacts  to  the 
child.    Studies  have  found  that  anxious  children  do  much. 
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better  In  structured  end  directed  learning  settings  than 
in  loose,  ones  (Swenson  1972) . 

•  Note  tjie  stage  the  child  is  at  in  toilet  training/  what 
♦  areUthe  Bother1** practices  regarding  toilet  training? 
Because  toilet  training  May  be  a  criterion  for  enrollment 
in  aany^day  care  centers,  it  should  be  discussed  with  the 
mothtx  before  selecting  day  care  jenters  or  homes,,  for 
visits.    If  the  child  is  not  toilet  trained,  however,  the 
mother  should  notr  push  the  child  to  train  just  to  meet 
the  enrollment  requirement.    The  pressure  to  toilet  train, 
coupled  with  the  Adjustment  to  the  day  care  arrangement, 
may  produce  aerious  negative  reactions  in  the  child.  ; 

*  .      «  s 

STEP  THREE;    ACQUAINT,  THE  CLIENT         *  » 
•  WlTtf  THE  TYPES  OP  CHILD  UK*  CARE  SERVICES*  AVAILABLE 

The  counselor  should  provide  information  about  available  childcare 
arrangements,  discuss  the  positive  and  negative  aspects  of  various 
.    arrangements,  and  answer  the  client's  questions  about  particular 
settings.    The  woman  should  have  a  clear  understanding  of  the 
differences  among  these  arrangements.    A. list  of  centers  ant^  day 
care  homes  that  appear  to  meet  the  needs  of  the  mother  and  her 
children  should,  be  prepared  by  the  counselor  or  the  childcare 
specialist. 


STEP  FOUR:     ARRANGE  FOR  THE  CLIENT  TO  VISIT 
VARIOUS  DAY  CARE  PROGRAMS 

The  counselor  should  encourage  and  arrange  client  visits  to  sev- 
eral child*  day  caro  settings  so  that'  she  can  observe  classes  in 
session  and  taUj  to  the  teachers  or  caregivers.    The  woman  may 
request  that  the  counselor  or  childcare  specialist  accompany  her 
on  such  visits  and  point  out  the  advantages  and  disadvantages  of 
the,different  settings*    The^checklist  in  figure  2  should  be  used 
as. an  assessment  tool.    Add  to  this  list  any  additional  concerns 
that  are  not  covered  on  the  form.    The  child  should  be  .included 
•in  these  visits  if  possible  so  that  the  mother  can  observe  how 
the  caregiver  reacts  to  her  child  and  how* the  child  reacts  to  the 
situation.    During  the  first  visit,  the  counselor" and  the  mother 
should  drop 'by  unannounced,  either  in  the  morning  when  the  chil- 
dren are  just  arriving,  or  before  naptime  or  lunchtirae,  when,most 
children  are  at  their  worst' Behavior,    if  the  atmosphere  is  rea- 
sonably calm  during  these  periods,  it  is  a  good  indication  of  a 
well-managed  program  or  home.    During  the  interviews  with  the 
center  administrator  or  individual  caregiver,  the  mother  should 
explain  her  specific  needs,  describe  what  she  is  looking  for  in  a 
childcare  setting,  snd  voice  her  concerns  about,  her  child's  ad- 
justment to  the  setting,    in  addition  to  meeting  with  administra- 
tors, teachers,  or  caregivers  and  touring  the  progran,  the  mother 
should  ask  for  the  names  end  telephone  numbers  of  several  parents 
whose  children  attend  the  center  or  home.    Another  mother's 
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positive  report  about  a  program  may  help  ease  a  nether1  s  'fears 
and  anxieties. 


STEP  FIVE:     COMPLETE' THE  SELECTION  AND  PLACEMENT  PROCESS 
* 

After  the  another  has  chosen  a  childcare  setting,  the  counselor  or 
childcare  specialist  can  assist  in  Xhe  placement  process  by  help- 
ing the  mother  complete  application  forms,  meet  health  require- 
ments (most  States  require  a  physical  checkup  for  the  child  and  a 
physical  checkup  and  TB  test*  for  the  mother  if  she  is  to  partici- 
pate in  the  program),  apply  for  financing  through  social  services 
agencies,  make  arrangements  for  transportation,  attend  orientation 
sessions,  and  obtain  the  materials  tie  child  needs  to  bring.  Fi- 
nally, if  there  is  a  waiting" list  at  the  preferred  setting,  or-if 
there  will  be  delays  in  getting  approval  for  financial  assistance, 
the  counselor  or  childcare  specialist  can  help  the  mother  find 
temporary  care  settings,  such  as  babysitting  pools  or  play  groups^ 
m 

STEP  SJX:     PROVIDE  FOLLOWUP  ASSISTANCE 

When  the  child  is  enrolled,  the  counselor  shoulu  work  with  the 
mother  to  help  her  and  her  child  make  the  necessary  emotional  ad- 
justments.   Before  slfe  takes  her  child  vn  the  first  day,  the  coun- 
selor should  prepare  her  for  the  possibility  that  the  child  may 
resist  being  left  and  may  cry  and  clinq    >  her.    Assure  her  that 
this  is  a  normal  reaction.    In  fact,  mc  . -  children  stop  crying 
shortly  after  the  mother  has  left.    The  counselor  should  encourage 
the  woman  to  have  frequent  discussions  with  the  teacher  or  care- 
giver about  how  her  child  is  doing.    Also,  the  mother  snould  talk 
to  the  child  about  the  program.    If  after  a  reasonable  time  has 
passed  (usually  a  month)  and  the  child  is  constantly  clinging  ana4 
whining  and  won't  discuss  the  program,  the  teacher  or  caregiver, 
or  the  other  children,  it  may  be  necessary  to  make  other  arrange- 
ments/   For  example,  if  the  child  is  xn  a  structured  environment, 
a  change  to  more  individual  care  may  be  advisable  for  a  1-year 
period.    Also,  as  part  of  the  followup  process,  the  counselor 
should  encourage  the  woman  to  participate  in  activities  at  the 
center,  become  acquainted  with  other  mothers  whose  children  are 
enrolled  in  the  program/home/  and  act  as  a  resource  for  new  cli- 
ents entering  treatment'  who  need  access  to  the  child  day  dare 
system. 
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Ambwx  a 

STATE  DAY  CARE  UCENSMG  AUTfM 

♦ 

Supervisor  of  Child  Caring 

Institutions  and  Agencies 
64  _n|.'  Union  Street 
Montgomery,  AL  36104 

*  Division  of  Public  Welfare 
-Department  of  Health  and 

^Welfare 
Pouch  H 
,  Juneau,  AK  99801 

Child  Day  Care  Health 

Consul tant 
Arizona  State  Dept.  of  Health 
1624  W,#  Adams  Street 
Phoenix*  AZ  S5007 

Day  Care  Specialist 
Dept.  of  Public  Welfare 
P.O.  Box  1437 
Little  Rock,  AR  72202 

Day  Care  Consultant 
Adoptions  and  Foster  Care 

Bureau 
Dept.  of  Social  Welfare 
344/P  street 
Sacramento,  CA  95814 

Licensing  and  Standards 
Division  of  Welfare 
1575  Sherman  Street 
Denver:,  CO  80230 

Day  Care  Licensing 
Connecticut  State  Health  Dept. 
79  Elm  Street 
Hartford,  CT  06106 

Chief,  Day  Care  Licensing 
Bureau  of  Child  Development 
P.O.  Box  309 
Wilmington;  DE  19899 

Child. Care  Specialist 

801  N.  Capitol  Street,  Rm.  501 

Washington,  DC  20001 


■\ 

Supervisor,  Day  Care  Unit 
Division  of  Family  Services 
5920  Expressway 
P.O.  Box  2050 
Jacksonville,  FL  32203 

Chief,  Day  Care  Licensing 
State  Dept.  of  Family  and 
Children  Services 
-  613  Trinity-Washington  Building 
Atlanta,  GA  30334 

State  Dept.  of  Social  Services 
Day. Care  Licensing 
P.O.  Box  J39 
Honolulu,  HI  96809 

Day  Care  Licensing 

Bureau  of  Family  &  Children's  ' 

Services 
P.O.  Box  1189 
Boise,  ID  83701 

Day  Care  Licensing 

Dept.  of  Children  and  Family 

Services 
Springfield,  IL  62706 

Day  Care  Supervisor 
Dept.  of  Public  Welfare 
100  N.  Senate  Avenue,  Km.  701 
Indianapolis,  IN  46204 

Day  Care  Supervisor 
Dept.  of  Social  Services 
Lucas  State  Office  Building 
Des  Moines,  IA  50319 

Day  Care  Supervisor 
Division  of  Child  Welfare 
State  Dept.  of  Social  Welfare 
State  Office  Building 
Topeka,  KS  66612 

Dept.  of  Child  Welfare — Day  Care 
Chief,  Office  of  Special 

Services 
403  Wapping  Street 
Frankfort,  KY  40601 
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Dept.  of  Public  Welfare 
Director t  Child  Welfare  and 

Day  Care 
P.O.  Box  44065 
■Baton  Rouge,  LA  70804 

Licensing  Supervisor — Vay  Care 
Dept.  of  Health  and  Welfare 
State  House 
Augusta,  ME  04330 

3 

Child  Day  Care  Center 

Coordinator 
State  Dept.  of  Health 
301  W.  Preston  street 
Baltimore,  MD  2f20l 

Group  Day  Care  Licensing 
Dept.  of  Public  Health 
88  Broad  Street 
Boston,  MA  02110 

Day  Care  Licensing  " 
Dept.  of  i>ublic  Welfare 
600  Washington  Street 
Boston,  MA  02111 

->  / 
Day  Care  Supervisor 
Bureau  of  Family  and  Children's 

Services 
300  S.  Capitol 
Lansing,  MI  48926 

Day  Care  Supervisor 
Child  Welfare  Division 
Centennial  Building 
St.  Paul,  MN  55101 

Day  Care  Supervisor 
Division  of  Family  and 

Children's  Services 
P.O.  Box  4321,  Fondren  Station 
Jackson,  MS  39216 

Day  CarA'Unit 

Bureau  of  Family  %and  Children's 

Services 
State  Dept.  of  Public  Health 

and  Welfare 
Broadway  state  Office  Building 
Jefferson  City,  M0  6^101 


Licensing  Specialist 
Dept.  of  Public  Welfare 
P.O.  Box  1723 
Helena,*  MT  59601 

Day  Care  Welfare  Consultant 
Dept.  of  Public  Welfare^ 
1526  K  St. Fourth  Floor 
Lincoln,  NB  68508 

Licensing  specialist 
Welfare  Division — Day  Care 
201  s.  Fall  street 
Carson  City,  NV  89701 

Day  Care  Licensing 
Division  of  Welfare 
Concord,  Jtti 03301 

Day  Care  Consultant 
N.J.  Dept.  of  Institutions  and 

Agencies 
111  Franklin  street 
Trenton,  NJ  08£11 

Licensing  Section 

Health  and  Social  Services 

Dept. 
J?\0.  Box  23^8 
Santa  Fe,  MM  87501 

Day  Care  Consultant 

N.Y.  State  Dept.  of  social 

Services  . 
1450  Western  Avenue 
Albany,  NY  12203 

Day  Care  Consultant 
Dept.  of  Social  Services 
Raleigh,  NC    27  302 

Director  of  Social  Services 
Day  Care 

Capitol  Building-  -   

Bismarck,  ND  58501 

Chief  of  Day  Care  Services 
Division  of  Welfare  services 
Oak  &  Ninth  streets 
Columbus,  OH  43215 
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Children's  Day  Care  Services 
Stmt*  Dept.  of  Public  Welfare 
P.O.  Box  25352 
Oklahoma  City,  OK   73125  • 

Public  Welfare  Day  Care  Unit 
Public  Service  Building 
Salem,  OR  97310 

-» 

Licensing  Supervisor 
Office  of  Family  Services 

.Health  and  Welfare  Building 

^Harrisburg,  PA  17120 

Day  Care  Services 
Dept.  of  Social  Welfare 
1  Washington  Avenue ' 
Providence,  RI  02905 

Chief,  Day  Care 

Children  and  Family  Services 

Divialuji   1 —  " 

P.O.  Box  1520 
Columbia,  SC  29202 

Consultant,  Day  Care 

State  Dept.  of  Public  Welfare 

Pierre,  SD  57501 

Day  Care  Licensing 
Dept.  of  Public  Welfare 
State  Office  Building 
Nashville,  TN  37219 

Consultant  on  Day  Cafe 
State  Dept.  of  Public  Welfare 
John  H.  Reagan  Building 
Austin,  TX  78701 


Day  Care  Licensing 

Bureau  of  Family  and  Children's 

Services 
231  E.  Fourth  Street,  s. 
Salt  Lake  City,,  trr^  aj(J.Ue— -~  - 

Chief  Licenser — Day  Care 
Vermont  state  Office  of 

Economic  Opportunity 
43  State  street 
Montpclier,  VT  05602 

Day  Care  Supervisor 
Dept.  of  welfare 
429  S.  Belvedere  Street 
Richmond,  VA  23220 
«■■» 

Day  Care  Supervisor 
Family  and  Children's  Services 
P.O.  Box  1162 
jy^oipia,  WA  .98501 

Day  Care  Unit 
State  Dept.  of  Welfare 
1900  Washington  Street,  E. 
Charleston,  WV    25305  " 

Director,  Day  Care 
Division  of  Family  Services 
State  Office  Building 
Madison,  WI  53702 

Day  Care  Supervisor 
Division  of  Public  Assistance 
State  Office  Building 
Cheyenne,  WY  82001 
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APra«x  i 

RESOURCES  FOR  CHUCARE 


THE  DAY  CARE  AND  CHILD  DEVELOPMENT  COUNCIL  OF  AMERICA,  INC.  . 
198CTPUBLICATIONS  LIST  " 

A50.  Program  planning  Aids  for  Day  Care  Centers.  Illustrated. 
1972.     ($3.50)  *     1  t 

A51.    It's  a  Small,  Small  World,  but  Larger  Than  You  Think.  John 
Prondzinski  and  Stanley  Roth.  1974.  ($3.5.0) 

B51.    Standards  and  Costs  of  Day  Care  Programs.  1971.  ($.75) 

B52 .    The  Costs  of  Child  Care;    Money  &  Other  Resources.  Mary 
Rcwe.     1972.     ($3.00)  ~~  = 

C50.    Developmental  Curriculum.    Lucia  Ann  McSpadden.  ($3.75) 

E50.     Interdisciplinary  Team  Consultation  iu  Day  Care.    Luna  B. 
Leach .     1972.     ($3.25)  \ 

E52.  Guidelines  for  Observation  and  Assessment:  An  Approach  To 
Evaluating  the  Learning  Environment  of  a  Day  Care  Center.  Il»se 
Mattick  and  Frances  J.  Perkins.     1974.  ($4.95) 

E53.    Formative  Evaluation:    Parents  and  staff  Working  Together 
To  Build  a  Responsive  Environment.    Lucia  Ann  McSpadden.  ($4.00) 

E54.  Evaluating  Children's  Progress:  A  Rating  Scale  for  ChildrenX 
in  Day  Care.  ($4.50) 

F50.    Family  Day  Care.    1973.  ($3.25) 

F51.    A  Family  Day  Care  study.    Child  Care  Resources  Center. 
1972.     ($3.50)  ~~ 

F52.  I'm  Not  Just  a  Babysitter:  A  Descriptive  Report  of  the  * 
Community  Family  Day  Care  Project.    June  S.  Sale  et  al.  ($5.00) 

F53.    Open  the  Door  .  .  :  see  the  People:    A  Descriptive  Report 
of  t.  g  second  Year  of  the  Community  Family  Day  Care  project. 
June  s.  Sale  et  al^    1972.  ($5.75) 

F58.    Family  Day  Care  Associations.    Robert  Bookman.    1977.  . 
($4.00) 

H52.    Children  With  special  Problems:    A  Manual  for  Day  Care. 
Marilyn  Dashe,  ed.  ($2.50) 

151.    The  Infant  Day  Care  Debate:    .Jot 'whether  but  How?  Peggy 
Daly  Pizzo.  ($2.25) 
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J50.  Trie  Infant  Care  Center.  Sanford  Hirshen  and  Jo©  Ouye!.  Il- 
lustrated.    1973.  ($2.25) 

K57#*  Careers  in  Child  Care.  Shirley  Fogarino  and  Amy  Reynolds. 
Illustrated.    1974.  .  ($2.25)  '  • 

K58.    Families  and  Children.  ($2.25) 

K59    Cognitive  and  Mental  Development  in  the  First  Five  Years  of 
Life:    A  Review  of  Recent  Research.    1970.  ($3.25) 

£50.    Selected  Readings  in  the -Issues  of  Day  Care.    James  A. 
Harrell,  ed.    Photos.    1972..  ($5.25) 

L57.    Toward  Comprehensive  child  Care.    Bark  St.  Consultation 
Service.    1974.     ($4.00)  ,  • 

1*62.  Mothers  in  paid  Employment.  James  Harrell  and  Peggy  Pizzo, 
eds.  ($4.00) 

L66.    Analysis  and  Strategies  for  p. L. 94-401.  ($3.00) 

M51.  Principles  of  Home  Visiting.  Staff  of  the  Georgia  Appalach- 
ian Outreach  Project.  ($3.00) 

N50.    Health  Services.     1971.  ($1.50), 

N57.    Good  Food  for  My  Baby . .  Peggy  Daly  pizzo  and  Phillip 
Pizzo,  M.D.     1975.  ($3.75) 

N53.    How  Children.  Grow.    1972.  ($3.00) 

P50.  Parents  and  Teachers  Together;  A  Training  Manual  for  parent 
Involvement  in  Head  Start  Centers.    Larry  Rood.    1970.  ($4.00) 

PS1.    Parent  Involvement  Ptaff  Handbook:    A  Manual  if or  Child  De- 
velopment Programs!    CM.  Lundberg  and  B.  Miller.    1972.     ($3.25)  * 

P52.    Baby  &  Other  Teachers.    May^Aaronson  and  Jean  Rosenfeld. 
1975.  ($3.75) 

4 

P53.    How  Babies  Learn  to  Taljc.    P.. Pizzo  and  J.  !*anning.  1974. 
-<$3v7^>     -   -   —  -  

P55.    Checking  Out  Child  Caret    A  Parent  Guide.    J.  Gold  and 
J.  Bergstrom.    <$10.00  for  bulk  pack  of  20  copies  or  $.75  each) 

RSI.     Zoni/ig  for  Day  Care/  1972.  ($1.25) 

R52.  Regulation  of  Early  Childhood  Programs.  Gwen  Morgan.  1971. 
($4.25)  * 

S51.    Operational  Difficulties  of  Group  Day  Care.    Peggy  Daly 
Pi'zzo.     1972.  ($2.25), 
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S52.    Day  Care- Proposal  Checklist.    1973.  ($1.00) 

555.  A  Study  in  Child-Care:     1970-71.    Abt  Associates.  1970. 
($1.00) 

556.  '  alldren  on  Campus;    A  Survey  of  Pre-K  progress  at  Institu- 
tions of  Higher  Learning  in  the  u.s.    B.  (Jreenblatt  and  L.  Bber- 
hardt.  ($5.00) 

T50.  What  Do  We  Believe  Abou*-  Child-Raising?  Thoughts  for  child 
Care  staff  DevelopmelrtT    J.R.  Staffieri.    197T!  ($2.25) 

VI.      Day  Care  Services:    Industry's  Involvement.    1971.  ($.75) 

V51.  Realities  &  Fantasies  of  Industry-Related  Child  Care.  1973 
($3.50F 

W50.    Starting  Out  Right:    choosing  Books  About  Black  People  for 
Young  Children.    Bettye  I.  Latimer,  ed.    1972^  ($3.25) 
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Parenting  aftd  Child  Services 
for  Drug  Dependent  Women 

Nina  A.  Lief,  M.0. 


( 


This  chapter  will  describe  how  to  organize,  administer,  and  evalu- 
ate parenting  programs  for  chemical) y  dependent  women  and  feheir 
children.    Specifically,  it  describes  a  parenting  service  developed 
and  administered  by  the  Pregnant  Addicts  ,and  Addicted  Mothers  Pro- 
gram (PAAM)  in  New  York  City.    Relevant  literature  is  presented, 
including  studies  that  provided  a  theoretical  Lasis  for  PAAM.  Next 
the  12  themes  used  in  the  parenting  curriculum  are. discussed.  The 
~themes  are  organized  into  three  distinct  categories:    what  parents 
do  for  the  child,  what  parents  derive,  and  what  children  derive 
from  parenting. 

The  chapter  also  explains  the  procedures  involved  in  establishing 
the  parenting  p  ;>gram,  the  staff  a.  1  physical  setting  required,  and 
methods  of  stimulating  client  participation.     Information  is  pre- 
sented on  the  objectives  and  various  parenting  activities  conducted 
during  the  different  phases  of  £he  child's  life.    The  last  section 
discusses  the  assessment  and  evaluation  instruments  used,  the  pre- 
liminary conclusions  drawn,  and  implications  for  the  field.  The 
material  in  this  chapter  is  based  on  vork  with  opiate  abusers^  but 
the  information  generally  applies  to  work  with  other  chemically  de- 
X^endent  populations. 

THE  NEED  FOR  PARENTING  SERVICES 

The  need  for  parenting  services  in  the  drug  field  *has  been  well 
documented  in  the  literature.     Studies  have  shown  that  children  of 
drug-abusing  women  are  at  high  risk  to  have  developmental,  behav- 
ioral, and  psychological  problems  (Carr  1975; .  Mondanaro  1977,- 
Nichtern  1973). 


Wilson  (1976),  who, studied  the  growth,  and  development  of  narcotic 
addicts'  infants  for  more  Lhan  10  years,  concluded  that  highly  ac- 
tive measures  are  necessary  to  effect  successful  parenting  in  the 
drug-abusing  family,    she  reported  that  the  parenting  relationship 
is  hampered  by  the  addicted  mother's  inability  to  respond  -with 
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sensitivity  to  the  infant  as  well  as  by  the  infant's  early  unre- 
sponsiveness, to  the  mother.    Wilson  and  McCreary*  (1976)  found  that 
behavior  disorders,  emotional  problems,  and  learning  disabilities 
often  result  from  the  "disorganized  system  of  communication"  be- 
tween the  addicted  mother  and  her  child. 

An  addicted  mother's  interaction  with  her  newborn  in  the  immediate 
postpartum  period  may  be  hampered  by  several rf actors  related  to 
drug  intake  during  pregnancy  and  just  before  delivery,    she  may  be 
experiencing^  withdrawal  symptoms  or  may  be  feeling  groggy  and  unre- 
sponsive from  a  mixture  of  illicit  drugs  and  any  analgesics  or  anes- 
thetics administered  to  her  during  labor.    Her  condition  may  prevent 
her  froit  behaving  with  her  newborn  in  the  consistent  and  responsive* 
manner  needed  to  initiate 'a  successful  nurturing  relationship.  She 
may  have  difficulty  in  making  directive  contact  with*  her  baby;  she 
may  hold  the  infant  away  from  her  body,  preventing  close  skin  con- 
tact; and  she  may  find  it  difficult  to  be  vocally  stimulating  and 
^reactive  t<3  her  newborn. 

Following  discharge  from  the  hospital,  the  mother* oft -n  faces  com-, 
plicated  social  problems.    Child  protective  agencj.es,  for  example, 
may  challenge  her  right  to  custody  of  her  baby.    Such  social  pres- 
sure is^  likely  to  increase  the  mother's  irritability  as  she  relates 
to  her  £nfant. 

*  t> 

The  establishment  of  a  successful  interactive  relationship  may  be 
further  threatened  by  the  physical  state  of  the  newborn.  Babies 
born  to  addicted  women  show  a  high  incidence  of  prematurity  and 
low  birth  weight*!    They  may  be  born  passively  addicted  to  narcotics 
and  undergo  mild  to  severe  withdrawal  shortly  after  birth,    As  yet, 
the  long-term  developmental  sequelae  of  intrauterine  narcotics  ex- 
posure have  not  been  established,    if  the  baby  is  experiencing  some 
degree  of  withdrawal,  s/he  may  display  one  or  more  of  the  following 
symptoms:     irritability,  hyperactivity,  resistance  to  holoinV 
tremors  of  the  extremities,  vomiting,  diarrhea,  elevated  tempera- 
ture, and  poor  sucking  efficiency  (Finnegan  et  al.  1973;  Rajigowda 
et  al.  1972;  Reddy  et  al.  1971,  zelson  et  al.  1971).    The  treatment 
of  the  baby's  withdrawal  may  require  hospitalization,  which  could 
seriously  interrupt  the  early  interactions  considered  necessary  to 
establish  healthy  psychological  bonding  between  mother  and  infant. 

Mothers  studied  in  a  methadone  maintenance  program  reported  that 
their  babies  were  continuously  irritable,  excitable,  and  unable  to 
nap  and  experienced  sleep  irregularities  (Cbdge  et  al ,  1975;  Mon- 
danaro  1977).    Thus,  a  combination  of  neonatal  and  maternal  factors 
can  seriously  threaten  the  quality  of  early  interactions  between 
drug-addicted  mothers  and  their  babies.    Such  disturbance  in  the 
early  bonding  process  may  have  long-term  consequences  for  the 
child's  physical,  cognitive,  and  emotional  develop!,,  .at  (Klaus  et 
al.  1975),     Although  the  child's  florid  symptoms  diminish  as  with- 
drawal abates,  they'  may  linger  to  some  degree  throughout  the  new- 
born period.    The  mother,  once  at  home  with  her  baby,  may  quickly 
perceive  that  she  has  £.  "difficult"  baby  on  her  hands,  one  who  is 
highly  irritable,  not  easily  consoled,  and  difficult  to  manage. 
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Often,  the  new  mother  lacks  knowledge  about  infant  care  and  child 
development •    Accustomed  to  a  chaotic  and  unstructured  lifestyle,  ■ 
she,  may  be  hard  pressed  to  meet  the  baby's  need  for  order  and  rou*  t 
tine.    Bringing  home  a  new  baby  is  generally  stressful  for  anyv 
family.    When  the  baby  has  problems  and  the  family  already  is  .bur- 
dened by  the  limi'-d  personal  and  financial  resources  associated 
with  addiction,  the  situation  is  likely  to  be  overwhelming.  These 
special  features  of  addiction  make  a  program  of  parenting  and  child- 
rearing  essential  for  drug-abusing  families.  'i 


THE  PAAM  PROGRAM 

The  PAAM-program  is  a  component  of  the  Center  for  Comprehensive 
Health  Practice  of  New  York  Medical  College,  a  large,  self-contained 
multidisciplinary  clinic  that  provides  primary  health  care  to  resi- 
dents in  East  Harlem.    Therefore,  PAAM  provides  comprehensive  care 
for  prognant  addicts  and  their  families,  including  obstetrical, 
psychological,  pediatric,  and  family  services. 

In  1969,  New  York  Medical  College  began  a  pilot  childrearing  proj- 
ect serving  mothers  and  babies  monthly  for  3  years.    Based  on  early 
findings  that  showed  improvements  in  the  families  served,  exfemsion 
of  the  program  seemed  justified.^  Because  public  funding  was.  jiofc 
available  at  that  time,  New  York' Medical  College  decided  to  join 
forces  with  the  New  /ork  Junior  League,  which  provides  volunteers, 
services,  ancl  fundraising  assistance.      x  ' 

i 

Although  the  PAAM  program  requires  more  staff  and  involvement  than 
many  facilities  are  able  to  provide,  the  parenting  component  can 
be  replicated  in  more  modest  arrangements,    in  this  chapter,  we 
will  describe  parenting  procwiures  that  agencies  can  modify  to  suit 
their  own  needs. 

PARENTING  CURRICULUM  / 

Ifce  parenting  curriculum  developed  by  PAAM  is  based  on  12  themes. 
We  will  discuss  the  rationale  for  these  themes  .and  show  how  (they 
can  be  integrated  into  a  parenting  curriculum  designed  to  irtjprove 

the  mother-child  relationship  and  the  quality  of  care  for  ttye  child. 



CHILD  DEVELOPMENT  LITERATURE  f 

Agencies  that  plan  to  develop  j ^renting  programs  for  chemically 
dependent  women  and  theit  children  should  first  become  familiar 
with  the  appropriate  child  development  literature,  which  provides 
the  theoretical  basis  for  parenting  curriculum.    Topics  that  should 
be  of  interest  include  the  following: 

*    The  critical  influence  of  care  given  to  the  child  during 
the  first  3  years  of  life  (Bloom  1964;  Hunt  1971;  Lidz 
1968?  Stone  and  Church  1968); 
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The  complexities  of  psychological  growth  (Danz^ger  1971; 
Goslin  1969;  Talbot  et  al.  1971;  ^2igler  1969); 

'Empirical  studies  on  maternal  competence  and  role,  on  de-  - 
velopmental  processes,  and  on  the  interactive  forces  that 
help  shape  personality  structures  (Auerbach  1968;  Beadle 
1970;  Bijou  1S70;  Brim  1965;  Danziger  1971); 

The  influence  that  children  have  on  the "care  they  are  given 
c(Bell  1971;  ferody  1956;  Escalona  J968;  Murphy  1962;  Newson 
andjNewson  1968;  Wilson  1972);  and 

The  importance  of  parents*  recognizing  variations  in  child 
behavior  (Thomas  et  al.  1968). 


PARENTING  THEMES 

The  PAAM  childcare  curriculum  is  organized  into  themes  that  can  be 
varied  in  response  to  the  highly  individual  flow  between  parent  and 
child.  ♦  The  first  six  *"hemes  concern  parental  input,  the  next  three 
deal  with  parental  attitudes,  and  the  last  three  focus  on  the  child's 
emotional  development.     .*iese  themes  are  used  to  apply  developmental 
knowledge,  to  guide  discussions  with  mothers,  and  to  assess  child- 
care  patterns  observed  in  work  with  parents.  , 

The  curriculum  encompasses  the  crucial  areas  affecting  emotional 
and  intellectual  growth  including:    physical  care,  patterns  and 
sequences  of  care,  motor  and  sensory  stircilation,  promotion  of  com- 
munication and  language^ exploration,  social  relations,  interest  in 
achievement,  enjoyment^/f  the  child,  confidence  in  the  maternal 
role,  establishing  security,  handling  separation,  developing  con- 
science mechanisms  through  consistent  limitation  c\nd  approval,  and 
stressing  self-esteem.    These  themes  are  cpntinuous  processes  in 
the  mother-chiid  relationship,  and^they  focus  on  the  quality  of 
parental  input  that  is  associated  with  a  well-developed  child. 

Physical  Care^     It  is  well  ^documented  that  serious  psychological 
damage  can  be  caused  b$wdepn  vat  ions  to  the  biophysical  system  of 
the  child  /(Birch*  1S>70)\.    Proper  nutrition  and  hygiene  practices 
and  routine  pediatric  care  are  preconditions  to  psychological  health'" 
and  basic  responsibilities  of  the  parent.    An  infant  or  child  whose 
physic/1  discomforts  are  kept  to  a  minimum  has  a  better  chance  of 
responding  vigorously  to  a  stimulating  environment,  acquiring  a 
positive  outlook,  and  engaging  in  a  broad  range  of  experiences. 
FoX  the  most  par,t,  parents  excel  in  this  category  of  caregiving,' 
arid  it  is  reflected  in  their  young.    There  is  a  tendency,  however, 
to  regarJ  this  parental  function  as  the  sum  total  of  baby  care  dur- 
ing the  first(  few  months,  and  many  parents  aremain  oblivious  to  im- 
portant psychological  .needs.    This  narrow  view  of  the  infant  should 
be  .replaced  by  a  broader  outlook  that  relates  the  physical  to  the 
mental.     The  addicted  mother  shares  in  this  attitude  and  often 
needs  more  specific  instruction  in  baby  care,  a  fact  that  has  been 
recognized  akd  appear 6  in  the  PAAM  curriculum.    With  th±r  added 
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infonnatxcn:  the  addicted  mother  often  does  as  well  as, the'nonad- 
•dicted  mother,  ana  in  <?ome  cases  better,  because  to  her  a.  healthy 
baby  is  the  visible  measure  o£  her  success  as  a  mother. 

Patterning  and  Sequencing.    By  maintaining  an  organized  but  relaxed 
time  schedule  in  a  patterned  order  of  care,  and  by  carrying  out  ' 
•Pleasantly  repetitive  acts  during  feeding    bathing,  playing,  and 
bedtime,  the  parenfprovides  the  child  witn  a  predictable  environ- 
ment that  helps  foster .a  sense  of  security  in  the  infant.  This 
sense  is  highly  relevant  to  the  development  of  basic  trust  At 
the  same  time,  these  regularities  of  evenjts,  contribute  to  cognitive 
growth  because  they  build  up  certain  expectations  in  the  infant, 
providing  a  gradual  sense  of  past  and  present  and  the  beginning  of 
memory.  ^ 

Although  patterning  and  sequencing^  care  has  been  alluded  to  in 
some  thoughtful  reviews  of  early  childcare  theories  (Smith  1968; 
Yarrow  19o8) ,  there  does  not  appear  to  be  any  research  bearing 
directly  on  this  topic.    Nevertheless,  there  is  often  some  refer- 
ence to  the  necessity  for.  routines.    The  Harvard  Pre-School  Study 
(Litman  .1969) ,  among  others,  found  that  a  disorganized  home  and 
lack  of  daily  care  schedules  were  important  factors  contributing 
to  low  competence  among  3-year'-olds  when  compared  with  the  lives 
of  highly  competent  childgn.    a  relevant  experiment  by  Bresnahan 
and  Blum  (1971)  demonstrated  how  chaotic  reinforcement  interfered 
Vith  learning  among  young  children.    Our  view  is  that  patterning 
and  sequencing  are  neglected, but  fundamental  concepts  in  childcare, 
both  for  the  parents'  comfort  and  for  the  accommodation  to  the 'par- 
ticular emotional ^temperament  of  the  infant. 

•  *  *  * 

PAAM  mother  found  that  patterning  and  sequencing  were  difficult, 
but  once  achieved  the  results  were  rewarding  to  them  as  well  as 
helpful. to  the  baby.    Their  behavior  was  influenced  by  PAAM  re- 
quirements to  obtain  methadone  at  a  certain  time,  to  see  the  coun- 
selor, to  attend  parenting  classes,  in  some  cases  to  call  for  older 
children  at  school,  and  to  attend  to  their  needs  as  veil.    They  had 
a  more  difficult  time  than  did  nonatfdicted  mothers,  but  a  pattern 
of  living  was  established  in  time.    The  PAAM  infants  were  often  put 
to  bed  later  than  their  conventional  time,  and  their  feeding  times 
were  also  unconventional,  but, a  certain  regularity  was  established* 
that  served  the  family  lifestyle. 

Stimulation:     Motor  and* Sensory.    The  parent's  face-to- face  inter- 
action with  the  child— holding,  fondling,  providing  things  to  see 
and  to  grasp,  helping  to  engage  motor  capabilities  and  perception 
from  the  start— is  essential.    During  the  child's  first  3  years, 
parents  need  to  increase  and  continuously  change  the  forms  of  stim- 
ulation and  opportunities  for. learning  in  order  to  match, the  child's 
maturational  and  endowment  potentials  from  stage  to  sta  ie. 

Developmental  patterns  in  the  sensory  motor  area  have  been  researched 
extensively,  especially  in  tegard  to  optimal  levels  of  amount,  in- 
tensity, variety,  and  complexity  in  stimulating  cognitive  abilities 
at  each  age  (Bruner  1968;  Deutsch  1900,  1964,   1965;  Hellmuth  1970; 
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Yarrow  1968).    Piaget's  now  seminal  vork  (Baylcy  1940;  Gesell  190) 
and  other  works  on  detailed  age  norms  are  classic  examples;  Piaget 
named  these  early  years  the ,Msensori-motorM  period,  and  this  empha- 
sis on  cognitive  development  has  received  the  full  weight  of  cur- 
rent scientific  investigation.     Interestingly,  although  the  empha- 
sis h«*s  been  on  the  harmful  effects  of  mderstimulation,  there  are 
also  indications  that  overstimulation  may  bo  equally  harmful.  In 
a  study  of  infants  during  their  first  3  months,  White  (1970)  noted 
that  although  massive  enrichment  produced  early  visual  and  prehen- 
sion abilities,  the  experimental  infants  .ried  much  more  than  did, 
the  control  group.    Artei  testing  various  procedures  to  eliminate 
negative  effects,  he  concluded  that-modif led  or  paced  enrichment 
was »M the  most  successful  match  of  external  circumstances  to  inter- 
nally developing  structures." 

In  PAAM«  the,  mother's  attitude  was  often  influenced  by  her  physical 
ami  psychologic il  state.    Some  mothers  were  very  responsive  to  the 
concept  of    timulation  and  tried  tn  emulate  playing  at  home  with, 
the  appropriate  toys  (red  ring,  rattle,  etc.),  which  was  demon- 
strated in  the  sessions.    A  few  infants  may  haue  been  overstimu- 
luted,  tut  in  generul  trie  majority  of  mothers  needed  constant  prod- 
ding to  provie  sufficient  stimulation  with. age-appropr late  objects. 

Stimulation:    Communirutxon  and  Language.     Communication  begins 
long  before  the  child  acquires  speech.    Perhaps  the  earliest  com- 
munication xxittem  is  formed  when  the  infant's  expiessions  of  dif-^ 
ficulties  by  trying  a'id  fussing  are  met  by  consistent  soothing  re- 
sponses of  the  cartjgivi.^g  person^     learning  to  smile  as  a  response 
is  another  early  form.    Evc,-\  before  a  child  uses  words,  language 
is  developing  from  the  mo  the  ■  or  other  persons.    As  the  child 
learns  to  speak,  the  style  and  quality  of  input  become  important. 

,  Studies  Zf  language  development  focus  on  two  uieas:  acquisition 
of  speech  us  u  tool  i'or  interpersonal  communication,  and  speech 
as  it  is  associated  with  thought  processes,  i.*e.,  what  is  tuught 
(Bciile  1970;  ^ewis  1963K     Acquisition  of  speech--!"  i Ming  a  vo- 
cabulary, naming  objects,  labeling  feelings — *~  .  clat  J  in  re- 
search studieo  to  perception  and  its  importance  to  iaeer  communi- 
cution  skills  of  reading,  writing,  and  social  interaction. 

This  empties l*  or*  the  relation  of  langiytge-to  thought  is  a  more  recent 
^ubje^t        investigation.    An  impressive  experiment  was  conducted  by 
Hess  anu1  Jhipman  (1065)  concerning  language  use&  by  parents  in  con- 
trolling their  child  *,s  behavior  „o  it  affected  performance  on  a 
cognitive. tuafc.    They  compared  children  whose  parents  used  authori- 
turian  contiol  (e.g.,  "You  must  not  .  .  ,M)  with  those  using  ra|- 
tionul  control  (e.g.,  "You  should  because  .  .  .").    The  performance  - 
oi  tne  rationally  controlled  children  ou  the  task  was  significantly 
supet  lo*  tn  ali  aspects,    studies  of  disadvantaged  children  in  poor 
families  point  t^  similur  conclusions.    Ma  lone  (1967)  associated 
language  handicaps  with  the  serious  thinking  i.upai;  tent  found  in 
the  stidy'a  preschoolers.     It  was  observed  that  unucr  massive  re- 
medial etf  ,rtt>,   language  was  the  slowest  to  improve.     Smith  (1968)/ 
in  a  re.'iew        Bernstein  (1004),  suggested  that  children  reared  to 
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the  restricted  code  associa^    with  limited  working-class  speech 
may  not  progress  in  cogni'        .evelopnent  from  concrete  to  formal 
ToT.l^  °pe"tl0nS:  •  '      todies  were  concerned  ™e- 

tn£T*¥  "       c°9"^^e  capacity  .     they  aiso  showed  that  lan- 
guage and  communication  have  broad  implications  for  the  emotional 
components  of  personality. 

T<ZT°J  T  ^^ce  of  speech  acquisition,  we  emphasized  this 
aspect  in  all  our  parenting  sessions.    This  is  a  difficult  area  for 
most  mothers    but  fc-pecially  for  the  adduce*  mother,  who  has  her 
own  difficulties  m  communication.    A  great  deal  of  modeling  and 
reinforcement  was  necessary  from  the  staff  to  make  these  mothers 
va.ue  and  be  aware  of  the  development  of  speech.    They  were  aWs 
more  tuned  in  to  motor  development  and  1.  nged  for  early  walking- 
they  thrilled  to  the  baby's  first  babbling  Wy  as  we  continued' to 
demonstrate  the  baby's  speech  activities  and  showed  the  mothers  how 
to  respond  to  the  infant's  attempts  at  communication. 

Exploration     One  way  infants  learn  about  the  environment  is  through 
a  sort  of  relaxed,  nondirected  behavior  or  exploration.    The  child 
who  repeatedly  throws  an  object  off  a  table  and  waits  for  someone 
to  pick  it  up  is  involved  in  exploring  space,    other  early  explor- 
ing tactics  include  testing  everything  by  looking,  tasting,  pulling, 
banging,  touching,  scratching,  and  squeezing.    Exploratory  activi- 
,  ties  mcrease  visibly  as  the  child  begins  to  crawl  and  walk.  At 
this  time,  parents  often  begin  to  restrict  their  children. 

The  importance  of  letting  children  have  freedom  to'  explore  their 
surroundings  is  often  mentioned  in  early  childhood  literature  in 
connection  with  creativity  and  problem-solving  capacities.  Aninal 
studies  of  exploratory  behavior,  especially  in  relation  to  problem 
solving,  indicate  that  learning  is  bestvachieved  under  conditions 

n«^«enS1°nS  <Beadle  1970)>     In^5rk  with  children,  Piaget 
(1950,  1970)  is  most  notable  for  having  delineated  this  kind  of 
behavior  in  remarkable  detail.    Litman  (1969),  in  the  Harvard  Pre- 
school Study,  found  parental  restr ictiveness  to  be  a  leading  vari- 
able associated  with  low  competence  in  children.    Freedom  to  ex- 
plore was  observed  by  Murphy  (1962)  to  be  important  to  later 
development  of  coping  abilities. 

The  significant  influence  of  mothers  on  exploratory  behavior  was 
dentonstrated  by  Ainsworth  and  Pell  (1972)  m  a  controlled  test 
situation  with  1-year-olds.    They  found  that  the  children  engaged 
m  a  much  more  active  environmental  exploration  in  the  presence  of 
their  mother  than  wnen  with  a  stranger,     'n  addition,  the  children 
who  measured  highest  in  exploratory  active  ies  had  mothers  who 
-  valued  curiosity. 

In  general,  mothers  regard  exploration  as  "getting  into  things" 
and  have  a  tendency  to  inhibit  children  needlessly  in  the  intersts 
of  order  and  safety,     in  the  case  of  addicted  mothers,  this  atti- 
tude was  even  more  evident,  and  often  the  baby  was  inhibited  by 
harsh  language  anoj  physical  restraint  and  ^consistency ,  depending 
on  the  mother's  state.    The  infants  were  also  inhibited  by  a 
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lifestyle  that  required  the  baby  to  be  confined  to  a  carriage  most 
of  the  day  as  the  mother  participated  in  her  clinic  visits  (often 
requiring  traveling  long  distances),  welfare  negotiations,,  and  her 
street  activities,  which  did  not  cease  completely  even  though  theyv 
decreased  when  she  was  in  the  PAAM  program,    with  much  effort  and 
demonstration,  the  addi-ted  mothers  began  to  understand  the  signif- 
icance of  exploration  in  relation  to  learning.    All  of  them  were 
eager  to  have  their  children  succeed  later  on  in  school  and  tried 
to  cope  with  and  encourage  the  babies'  exploratory  activities. 

Social  Relation^ .    Although  the  infant's  interactions  are  mainly 
with  the  mothering  adult,  his  or  her  field  gradually  expands  to 
father,  siblings,  and  others.    Through  guided  interchanges  with 
these  persons,  the  child  learns  to  view  them  as  persons  rather 
than  objects  and  begins  to  gam  a  repertory  of  interpersonal  skills 
such  as  sharing,  taking  turns,  and  behaving  with  generosity.  Al- 
though cooperative  play  or  casual  gi\.  2  and  take  may  be  beyond  a 
child's  scope  in  ear ly*mfancy,  children  >how  growing  interest  in 
other  people,  especially  other  children,  partly  as  a  ^ay  of  self- 
learning.     The  security  of  an  assisting  adult  during  these  early 
socializing  activities  helps  to  make  these  experiences  positive 
ones  for  the  child.    This  enables  the  child  to  develop  a  nense  of 
self  as  well  as  differentiated  feelings  about  other  persons. 

Research  in  the  area  of  mterpers    al  relations  -during  infancy  is 
rather  minimal;  however,  specialises  in  early  childhood  view  the 
wider  and  more  complex  social  contacts  as  cognitive  factors  in  ac- 
quiring a  sense  of  self  (Caldwell  1972;  Dittman  1968) .  Discussing 
his  observations  of  2-year-olds  in  day  care,  Neubauer  (1368)  sug- 
gests how  interaction  with  pee.rs  can  afSect  a  child: 

7he  more  the  group  is  seen  as  consisting  of  individuals 
m  their  own  ri^ht,  the  more  the  child  is  able  to  find 
his  own  sense  of  self.  .  .  .    The  child  can  see  che  needs 
of  others,  observe  other  means  of  reaction,  confront  his 
fantasies  with  the  fantasies  of  other  children,  and 'give 
his  own  explanations  for  his  actions  while  he  hears  those 
of  others.     Both  imitation  of  others  and  identification 
with  others  in  the  group  are  factors  leading  to  differ- 
entiation,  (pp.  66,  67) 

Arranging  appropriate  soci  u  o^ttmgs  for  the  infants  in  the  ad- 
dicted population  wu     *i.rfuys  difficult.     Some  had  older  siblings 
who  exhibited  marked  rivalry  or  were  made  to  be  unwilling  care- 
takers and  were  often  punitive.     In  other  instances,  older  children 
overstimulated  the  infants  and  the  mothers  hud  difficulty  coping 
with  the  infants'  needs  tot  socialization  without  being  harsh  to 
either  younger  or  older  children.     In  any  setting,  copmq  with 
these  problems  takes  understanding  and  patience.     But  these  attri- 
butes are  not  part  of  the  addict's  personality  because  her  need  for 
immediate  gratification  is  involved  as  well  as  the  child's.  The 
PAAM  program  had  to  spend  considerable  Lime  in  this  area  until  a 
mother-  could  learn  to  establish  appropriate  ground  rul    .  and  adhere 
to  them.  \ 
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The  opposite  situation  occurred  with  some  single  parents  who  lived 
^    alone  with  their  infants.    -These  infants  often^had  little  oppor- 
.  tunxty  to  play  with  anather  child  except  at  the  PAAM  center  in  the 
parenting  session  or* the  waiting  area.  x 

Parental  Attitudes:    Interest  in  Achievement  and  Mastery.  Interest 
in  what  their  infants  can  do,  active  involvemert  in, eliciting  such 
behavior,  encouraging  the  infants  and  offering  standby  assistance 
patiently  <*>  that  they  might  master  certain  tasks,'  teaching  goal- 
direct^activities,  and  measuring  out  frustrations  according  vto 
the  chat's  capacity  are  some  of  the  parental,' behaviors  associated 
with  this  cateogry, ■  Although  interest  in  achievement  represents 
a  value  that  parents  hold  in  varying  degrees,  we  often  see  parents 
who  express  interest  but  who  have  little  understanding  about  their 
part  in  influencing- this  trait.    In  particular,  they  are  not  aware 
ofc  what  achievement  is.    The  child's  accomplishments,  such  as  build- 
ing a  tower  or  trying  to  eat  ^independently ,  are  seen 'as  idle  play 
and  are  not  recognized  as  achievements. 

Several  yea^s  of  experiments,  spurred  by  McClelland  (1953),  on  how 
achievement  and  mastery  are  equipped  and  motivated  showed  the  im- 
portance df  parents'  beginning  training  early  in  the  child's  life 
(Hunt  1071;  Kagah  1971).    Although  there  is  disagreement  about  the 
nature  of  this  motive  (Crandall  1972) ,  an  example  of  more  recent 
research  finds  that,  for  boys  at  least,  the  lack  of  drive  for 
achievement  and  mastery  is  associated  vith  low  parental  interest 
and  acceptance  coupled  with  high  parental  pumtiveness  (Katz  1967) . 

A  major  finding  in  a  British  survey  of  11,000  7-year-olds  leads  to  " 
the  similar  conclusion  that  lack  of  parental  interest  was  closely 
related  to  low  reading  scores  and,  further,  that  this  finding  is 
true  across  soci3l  classes  (Pringle  et  al,  1967), 

The  addicted  mothers  were  interested  in  their  infants  achieve- 
ments when  progress  w«.s  pointed  out,  and  as  their  level  of  aware- 
ness increased  they  were  able  to  recognize  their  part  in  the^e  " 
achievements— at  least  at  times,  we  were  able  to  elicit  smiles  of 
satisfaction  from  them.    The  entire  staff  made  every  effort  to  re- 
inforce this  interest  by  our  own  recognition  of  the  achievement. 

^Vijoyment  of  the  Child  as  a  Person.    An  important  facilitating  at- 
titude in  giving  care  is  the  parents'  enjoyment  pf  thelr'child. I 
When  ehey  r™  derive  pleasure  in  promoting  the  child's  rro'th  and 
unique  in  i.viduality,  it  helps  them  to  ser  beyohd  qie  humdrum  tasks 
of  changing  diapers  and  preparing  rormulaa.    In  our  project,  we  at- 
tempt to  arouse  this  feeling  in  many  parents  wh^  tend  to  overem- 
phasize the  difficulties  inherent  in  childrearing.    For  example,  a 
mother  who  complained  that  she  was  overwhelmed  by  the  h  •  ti  activity 
of  her  newly- <»mbulatory  son,  who  "gets  into  everything,  " 'was  of- 
fered anothev  view— that  he  was 'a  healthy,  inquisitive  child  ex- 
plpring  and  learning  about  his  environment.    At  her  next  visit, 
the  mother  expressed  great  pride  and  enjoyment  of  her  son's  in- 
creased activir".    This  shift  in  attitude  came  from  what  the 
Newson  (196&)  soidy  identified  as  a  child-centered  perspective. 
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This  topic  *  i  often  nsglected  in  current  childrearing  Literature. 
Apparently,  parental  satisfaction  is  taken  for  granted  or  perhaps— 
an  impression  gained  from  .ertain  problem-centered  childcare  books — 
not  to  be  expected.  Pavenstedt  (1967),  in  her  study  on  disorganized 
family  situations,  noted  the  damage  to  the  children's  sense  of  iden- 
tity and  self-esteem  that  resulted  from  their  parents1  obliviousness 
to  them  as  individuals  in  their  own  right. 

Research  interest  in  measures  of  maternal  attitudes  and  their  ef- 
fects on  children  has  increased,  however  (G.  Brody  1969;  Caldwell 
and  Ricciuti  1973).    The  Harvard  Pre-School  Project  (Litma*n  1969), 
for  example,  has  produced  some  significant  findings  based  on  close 
observation  of  mother-child  interactions  in  natural  se*  ings.  A 
study  of  maternal  attitudes  of  high-competent  versus  lov. -competent 
children  revealed  that  this  capacity  for  enjoyment  was  a  signifi- 
cant maternal  attribute.    In  their  words,  "confident,  competent 
mothers  .   .  .  who  enjoy  and  approve  of  their  children  were  more 
likely  to  produce  well  developed  children." 

In  this  arer,  the  addicted  mothers  rated  much  lower  than  other  " 
mothers.     In  view  of  their  harried  lives  and  their  own  deprivations 
as  children — some  never  remembered  being  kissed  or  hug-ed  by  their 
parents,  and  some  never  had  a  birthday  celebration  or  even  a  cake. 
Recognizing  this  as  an  important  area,  PAAM  tried  to  devise  ways 
to  evoke  this  feeling. 

Maternal  Self-Confidence.    The  feeling  of  security  in  her  mothering 
role,  "  clear  concept  of  its  requirements,    nd  a  positive  view  of 
her  ability  to  perform  it,  contribute  impo  tantly  to  the  mother's 
competent  behavior  in  caring  for  her  chilJ.    These  qualities  are 
especially  reinforced  for  the  mother  when  interaction  with  her 
child  is  successful,  which  increases  her  competency  as  her  self- 
confidence  .grows . 

+ 

Many  mothers  appeared  to  use  our  program  as  d  way  of  confirming 
*heir  internal  abilities,  and  we  observed  that  our  feedback  on 
Lhe^r.' infant's  normal  growth  helped  to  establish  feelings  ot  self- 
confidence.     Occasionally,  a  mother  would  enter  our  program  showing 
very  little  conception  of  herself  as  filling  e  mothering  role. 
Several  were  unwed  teenagers  living  with  their  own  mothers  and  re- 
lating to  their  infants  as  siblings.    These  mothers  began  to  get  ~i 
sense  of  their  role  only  by  watching  and  listening  to  other  mothers 
in  discussions.     Similar  results  have  been  observed  in  other  parent 
education  programs  (Auerbacft  1968;  Badger  1972;  Brim  1965;  Dittman 
1968)  . 

Research  in  role  performance  has  provided -evidence  that  self- 
con  fiden»e  is  a  core  quality  in  competent  performance  (Sarbin  and 
Allen  1968) .    The  Harvard  Pre-School  Study  confirm^  this  in  finding 
that  for  Jtheir  group  of  high-competent  children  at  age  3,  a  chief 
characteristic  of  th^ir  mothers  was  this  sense  of  sureness  in  giv- 
ing care  to^thei.r  infants.. 


5e  rther8'  f6elin9s  of  c°n"<*ence  increased  as' 

Sit  Pare^tinc '  ^  1533  t0  ^  d0ne  to  them 

™*h      »VS  W8re  n0t  infli«ed  on  them  because  they  were 

*o52r~  * I  nl^i3:  ,that^hey  C°Uld  tta  -amf  advantages 

Itlllt      .nonaddfcted  others.,    when  they  were  convinced  of  this 
their  ccnfidence  in  themselves  as  mothars  began  to  emerge  They 

t£?c^?«?Jha,lVr  th6y  COm^A  »ith        other^mother?  and 
they  could  deal  with  the  comparison. 

INFANT  OUTCOME  CHARACTERISTICS 

Security  ar:d  Basic,^^.    Emotional  development  is  a  complex  and 
m^Ser     «PrrSS  t^t  d6mandS  .and  skill  fro7ih" 

■TcStr't  £  ln<fant3  "Science  ""differentiated  feelings  of 

a^sounaf  *"C0B,fort  ^  the*  e*P«s*  through  their  movements 
'oltltT I'  .Sen  2  n0ther  l6arnS  V6ry  early  to  "C«e  in"  appro- 
eS^v,  expiessions<  her  responses  begin  the  process  of 

establishing  basic  trust  in  her  infant  (Erikson  1963),  ^any  spe- 
cialists view  tHis  process- in  early  childhood  as  central  to  the 
helm  l^r%°nfvh?o^hy  a'feCt  (AbrahaD^n  1969;  Bealle  1970;  Bettel- 
££L  T,  JJ     J      I  SpltZ  1965)         of  PrimarV  stance  to  en- 
hance cognitive  development,    when  tHis  basic  feeling  of  security 

"hfft   V6ly  Pr0m0t'd  by  the  through-repeat^  patten*  and 

schedules  based  on  needs,  the  infant  first  appears  to  £ust  tte 

Tone  JnVlr0ra,>nt  and  th6n  *radua11*  to  form  a  primary  attachment 
to  one  person.     *  ,  .  - 

b^Sj0^  Si9nificant  P«son  h.S  many  aspects  that  have 
been  debated  £y  day  care  proponents  (Dittman  1968),  but  its  central 
thesis  as  a  crucial  element  in  emotional  well-being  has  never  been 
3^!"^  Agreement  on  this' point  is  virtually  unanimous.    Among  ' 
s.ientists  who  have  described  children  deprived  of  this  experience. 
TS  a3/n^^utionali2^  infants,  Malone  (1967)  observed^at 
isolated  children  frequently  form  an'  attachment  to  a  place,  e.g. 
a  room,  .that  gives  them  security.    The"  effect  was*  to  regard  the 
growth  of  self-concept,  view  others  in  a  depersonalized  way,  and 

ItTat  £       * *nterference  i«  the  kind  of  exploratory  learning  that 
leads  to  cognitive  attainments. 

in  this  area,  some  of  the  addicted  mothers  were  .  2le  to  function 
a  little  better  than  in  other  areas  because  they  were  usually 
with  their  babies  in  the  program  and  were  able  to  respond  to 
their  physic il  needs  in  a  fairly  consistent  pattern.    Also,  the 
moth    t  yearned  for  feedback  from  their  babies.    They  were  proud  " 
to  report  the  baby's  first  smile  to  them  and  preference  for  being 
held  by  them,  as  shown  by  less  frequent  crying  and  a  sense  of 
comfort  1 

Separation-Individuation.    Attacnment  behavior  that  has  received 
attention  in  studies  of  both  primates  and  human  infants  ismost 
notably  described  in  studies  of  maternal  deprivation  (Ainsworth 
196d,  1969;  Bowlby  1951.  1969;  Foss  1968;  Mahler  and  La  Perriere 
1965;  Mahler  et  al.  1975).    They  found  tha't  when  attachment  and 
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its  concmitant  process  of  separation  was  either  interrupted  or 
abruptly  terminated,  young  children  became  typically  unresponsive 
to  their  environment.    Later  in  their  growth,  this 'effect  was  as- 
sociated with  a  range  of  personality  disorders,  including  delin- 
*  quent  behavior  in  .adolescence. 

1  o 
This,  early  phenomenon,  identified  in  psychoanalytic  literature  as 
a  phase  of  separatiqn-individuation,  has  been  detailed  in  studies 
of normal  and  abnormal  courses  in  personality  development.  In 
a  <5loW* relationship  with  a  person,  usually  the  mother,  an  infant 
learns  to*  differentiate  various  emotional  states  and  to  use  the 
security  gained  from  the  relationship  to  go  through  the  anxiety- 
provoking,  gradual  stage  of  separation.    During  this  time,  self- 
identity  and  autonomy  are  forming.    The  process  of  separation- f 
individuation  has  been  studied  and  documented  by  Mahler  and  La 
Perriere  (1965),  Mahier  et  al.  (1975),  Pine  (1970)  ,  and  the  staff 
at  the  Masters  Nursery  and  Institute,  based  on  longitudinal  de- 
tailed observations  of  mother-infant  pairs.    Mahler's  conclusions 
were  that  the  maintenar.ee  of  the  attachmei  t  relationship  during 
infancy,  without  premature  separation,  maae  possible  a  good  reso- 
lution of'  emotional  conflicts  by  age  3.    By  that  age,  if  all  goes 
well,  the  child  will  have  gained  a- more  complex- understanding  of 
reality  and  a  positive  sense  of  environment  as  he  or  she  begins  to 
cope_^alone  • 

Other  research  has  included  studies  of  institutionalized  infants 
who  were  deprived  of  these  emotional  experiences  (Provence  and 
Lipton  1962;  Spitz  1965)  and,  at  the  other  end  of  the^ficale,  stud- 
ies of  overprotected  children  (Levy  1966;  Litman  1969;  These 
studies  traced  the  kinds  of  emotional  damage,  at  times  irievers- 
iole,  created.    Although  they  may  be  extreme  examples,  they  never-' 
■    theless  indicate  the  problems  inherent  in  this  crucial  area- 

In  any  group  of  mothers,  the  issues  of  separation  and  individuation 
are  difficult  to  deal  with,  because  most  parents  are  ready  tc  sep- 
arate from  their  infants  long  before  the  infants  are  ready  to  sepa- 
rate/from the  parents.    Parents  of  all  socioeconomic  and  cultural 
levels  find  it  difficult  to  respond  to  an  infant  on  his  or  her  own 
maturational  timetable.    This  concept  runs  counter  to  £he  parents* 
^emotional  readiness  and  requires  considerable  discussion  and  demon- 
strated experiences  to  be  understood.    Somu  addicted  women  had  to 
stay  with  tJheir'-children  because  they  had  no  place  to  leave  them; 
others,  at  times,  just  "dumped"  them  on  anyone  and  then  could  not 
deal  with  the  infants*  clinging  on  their  return.    Some  would  even 
leave  them  sleeping  alone  in  an  apartment  while  they  went  to  shop 
or  visit.    This  practice  happened  less  frequently  as  the  PAAM  par- 
enting program  began  to  have  more  impact.   'Even  in  an  addicted 
group,  however,-  some  mothers  were  well  tuned  to  their  children's 
feelings  and  responded  with  sensitiv  ty: 

Discipline.    The  area  of  conscience  mechanisms  it  concerned  with 
Aspects  or  personality  that  regulate  the  self  through  inner  con- 
trols and  outer  responcille  conduct.    Although  conscience  (the  in- 
ternalization of  control?;)  and  a  cogniU-v;  sen^e  of  "right"  and 
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wrong   belong  to  a  later  age' when  a  child  has  a  fair  mastery  of 
language,  the  mechanisms  for  acquiring  self-discipline  begin  to 
t^PK.     k19  the"6  early^nths-    Although  these  mechanics  are* 
shaped  by  the  way  in  which  parents  apply  external  controls  and  re- 

nlltt  *TS'  6Ven  "!°re  imP°rtant  for«s  in  this  process  are  the  de- 
grees of  trust  and  security  and  the  ties  of  affection  that  are 

draining  °*  Chil<3*    Th6Se  beCOne  th*  emotional  background 

The  parents'  approval  or  disapproval,  as  the  child  perceives  it,  is 
.  the  fundamental  tool  of .motivation  that  carries  over  to  all  future 

cvarnln9;n^?haVi°ral  StUdi6S  of  lear"i"9  (Bresnahan  and  felun  1971; 
Skinner  1953)  illustrate  the  power  of  positive  reinforcement:  rec- 
ognising approved  beho  ior  with  rewards  and  extinguishing  negative 
behavior  by  deempha^is.    Punishment  tactics  are  ineffective  under" 
most  conditions.  * 

Investigation  of  other  factors  related  to  discipline  include  cul-  * 
tural  values  and  lifestyles  associated  with- management  of  aggres- 
^Ti.U    l?  antecedents  in  ^ress  and  frustration-experiences  es- 
,  P^ially  of  the  preverbal  child  (Clausen  1968;  Fraiberg  1959;  Gesell 
1943;  Kessler  1970;  Talbot  et  al.  1971).     m  the  applied  field  of 
childcare,  parents  often  view  discipline  narrowly  as  a  natter  of 
obedience -and  enforcement  methods,  whereas  specialists  see  discip- 
line as  a  subject  of  much  controversy  (Zig'.er  and  Child  1969) .  -The 
Kewsons  (1968),  in  their  survey  of  parents  of  4-year-olds,  found 
discipline  to  be  the  most  difficult  and  sensitive  subject  for  par-  • 
ents  to  discuss.    Much  discussion  revolved  around  the  is?  e  ofcon- 
trol  (permissiveness  versus  strictness),  and  more  than  hUf  the 
mothers  questioned  expressed  doubt  and  self-criticism'  about  their 
performance  in  this  area.    These  feelings  occurred  in  even  greater 
proportion  among  middle-class,  as  compared  with  working-class, 
mothers.    The  mother's  self-confidence  depends  to  a  great  extent  on 
her  success  ln  this  category  of  childcare.    The  ultimate  develop- 
ment of  conscience  mechanisms  from  this  beginning  is  important  to 
the  individual  and  to  the  society.  , 

The  issue  of  discipline  is  one  of  the  most  difficult  for  addicted 
parents  to  deal  with  because  discipline  has  bee.;  a  prime  factor  in 
their  maladaptive  pattern  of  living.     In  most  cases,  their  experi- 
ences have  been  with  impatient,  harsh,  and  ineffective  discipline 
techniques.    .This  is  the  parental  model  they  have  internalized,  so 
it  is  extremely  difficult  for  them  to  take  a  different  approach. 
Most  of  them  grasp  the  relationship  between  their  drug  use  and 
their  life  experiences,  but  the  pattern  of  harsh  punitive  responses 
toward  children  is  difficult  for  them  to  undo.    In  spite  of  that, 
some  progress  has  been  made.    These  parents  .resort  less  frequently 
to  physical  violence  against  -.heir  infants,  although  they  still 
find  it  difficult  to  control  verbal  harshness  in  tone  of  voice  and 
vocabulary.    We  believe,  however,  that  we  can  diminish,  if  not  pre- 
vent, these  inciuonts  of  child  abuse.    Assessment  of  the  effect  of 
the  development  of  conscience  mechanisms— for  which  the  establish- 
ment of  discipline  through  consistent  approval  and  disapproval  is 
the  precursor-will  requires  long-term  followup  on  our  populations. 
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Positive  Self-Image.    As  the  addicted  mother  learns  to  be  available 
and  to  understand  how  to  respond  to  the  infant's  needs,  she  helps 
the  infant  develop  basic  trust  and  the  ability  to  separate  and  in-  • 
dividuate  on  his  or  her  own  maturational  timetable.    By  appropriate  ✓ 
recognition  of  approved  achievement  and  consistent  limitations,  she 
helps  the  child  on  the  road  to  developing  conscience  mechanisms  and 
a  good  self-image.    This  leads  to  healthy  personality  development, 
which  is  the  goal  of  the  program.    Its  efficacy  for  parents  is  at- 
tested to  in  anecdotal  reporting;  statistical  evidence  is  beiny 
collected,  but  is  not  ready  for  publication. 


HOW  TO  ORGANIZE  AND  CONDUCT 
A  PARENTING  PROGRAM 

ASSESS  COMMUNITY  RESOURCES  *  ' 

As  indicated  earlier,  the  PAAM  pilot  program  began  with  the  help  of 
the  New  York  Junior  League,  which  provided  volunteer  staff  and  help 
in  fundraising.    Any  agency  undertaking  to  institute  parenting 
groups  will  find  that  dedicated  volunteers,  such  as  Junior  League 
members,  can  help  carry  out  recruitment,  group  leadership,  fund- 
raising,  and  publicity  for  the  parenting  sessions.    For'  example, 
Red  Cross  volunteers,  church  groups,  anc  other  women's  associa- 
tions can  be  enlisted -for  training  and  service.    Each  facility 
should  identify  and  assess  community  resources  andr  where  possible, 
enlist  their  help.     '.'Parenting"  is  a  topic  of  interest  to  many 
people.    Recruiting  suitable  volunteers  often  depends  on  the  pop- 
ularity of  the  agency  and  the  personality,  tact,  and  enthusiasm  of 
the  agency  staff.    The  agency  also  needs  at  least  one  well-trained 
member  who  can  train  the  volunteers. 


STAFF  REQUIRED 

The  trained  staff  member  does  not  have  to  be  a  ch^iTd  psychiatrist. 
A  hublic  health  nurse,  psychologist,  nursery  school  teacher,  social 
worker,  or  an  educated  mother  can  aosums  the  role  with  appropriate 
training. 

Zach  g/oup  needs  at  least  a  group  leader  and  one  assistant.  When 
the  children  become  mobile  at  10  ir  11  months  old,  it  will  be  nec- 
essary to  add  one  or  two  play  teachers  to  keep  the  infants  safe 
and  to  observe  and  report  on  their  social,  cognitive,  and  motor 
development.    This  care  will  also  allow  the  mothers  more  opportu- 
nity to  give  their  attention  to  the  topics  under  discussion.  The 
children  are  in  the  same  room  as  their  mothers  and  can  make  c\ose 
contact  w4th  chem  when  necessary.  -  * 

The  group  leader  needs  to  have  some  training  in  child  development 
coming  from  either  pediatrics,  psychiatry,  psychology,  education, 
social  work,  or  nursing  fields.  The  leader  must  also  demonstrate 
empathy  for  young  children — theoretical  knowledge  alone  is  not 


enough,    in  addition,  each  must  have  been  trained  according  to.  the 
appropriate  philosophy  and  procedures  before  beginning  to  lead 
groups.    This  training  is  achieved  by  requiring  the  staff  member 
to  attend  sessions  of  ongoing  groups  as  observers,  then  as  assist- 
ant leaders  and  then  leaders.    The  time  necessary  to  train  each 
leader  depends  on  the  experience  and  personality  of  the  individual 
We  also  encourage  mothers  who  have  attended  the  program  for  3  years 
and  whose  children  are  in  nursery  school  to  use  their  training  as 
a  possible  career  ladder  in  parenting  training  or  related  fields 


PHYSICAL  SETTING 


For  infant  parenting  groups,  bassinetc.  changing  tables,  diaper 
pails,  and  a  table  and  max.  for  testing  and  test  equipment  are  nec- 
essary.    (The  Geseli  Test!  has  been  useti  by  PAAM  ) 


The  equi^ent  should  be  arranged  in  a  room  large  enough  to  contain 
10  bassinets  and  chaixs  for*  the  mothers  as  well  as  the  materials 
already  mentioned.    The  room  rfust  be  well  ventilated,  carpeted  to 
limit  injury  from  falls,  and  simply  decorated  so  as  to  produce  a 
comfortable  atmosphere  but  not  detract  from  the  activities  of  the 
-session. 


When  the  children  are  about  1  year  old,  regular  nursery  school  ' 
chairs  and  tables,  age- appropriate  toys,  and  snacks  are  necessary. 
For  children  between  15  and  18  months  old,  the  Geseli nesting  is 
no  longe-  done  on  a  high  t^ie,    These  children  sit  in  small  chairs 
at  a  low  table  so  that  the  test  can  be  adninisnered  to  measure  ad- 
vanced development.    For  more  complete  descriptions  of  the  staffing, 
equipment,  and  testing,  please  refer  to  Lief  (1979). 


ATTENDANCE 


All  groups  begin  attending  sessions  when  the  infants  are  about  4 
weeks  old  and  meet  weekly  with  the  same  child  development  specie  1- 
ist  and  volunteer  issistant  leader.    The  sessions  last  approximately 
l  hour.     Illnesses,  welfare  encounters,  lack  of  money  to  travel, 
and  the  unresponsive  state  due  'to  drug  intake  all  tend  to  cause  ir- 
regular attendance  during  the  early  sessions,    indeed,  even  regular 
attendance  to  receive  medication  is  difficult  for  most  addicts  to 
manaye.    Although  the  irregularity  of  their  lives  makes  attendance 
difficult,  they  can  learn  to  be  more  regular,  and  a  pattern  is  es- 
tablished over  ume.    To  help  overcome  this  problem,  programs  should 
use  inducements  to  encourage  uttendance.    For  example,  during  the 
first  4  months,  provide  a  week's  supply  of  formula  or  milk  and  a 

The  Gesell  is  a  test  to  evaluate  language  and  motor,  adaptation 
and  social  behavior  of  infants.    The  test  is  described  in  Gesell, 
A.,  and  Amatruda,  C.  3.,  Developmental  Diagnosis:     Normal  and 
^normal Qvy^_j[pj^lj)|3roent .    New  York:    Hoeber,  1041. 
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red  ring  for  the  baby;  at  5  months,  give  a  cradle  gym  to  all  whose 
attendance  has  been  good;  in  addition *  take-home  medication  for  1 
day  may  be  offered  for  attendance  at  parenting  classes.    After  7  ' 
months  of  good  attendance,  the  mother  might  receive  a  free  movie 
ticket;  at  9  months  of  good  attendance,  the  baby  might  "receive  a 
drinking  cup*  and  at  12  months,  a  set  of  terry  cloth  blocks  fo» 
the  baby  and  a  gift  for  the  mother.    At  15  and  18  months  of  good 
attendance,  the  mother  would  again  receive  a  gift. 


GROUP  SESSIONS 

Discussion  in  the  groups  centers  on  the  children's  physical,  emo- 
tional, and  social  development  and  the  parents1  role  in  fostering 
and  enjoying  that  development.    Although  the  issues  of  concern  are, 
for  the  most  part,  the  same  for  all  parents,  the  way  the  curricu- 
lum is  presented  will  affect  the  success  of  a  session.    The  PAAM 
curriculum  has  been  designed  to  be  presented  orally,  with  the  group 
leader  introducing  a  topic  for  discussion  and  then  inviting  group 
participation,  with  members  describing  relevant  experiences.  This 
mode  of  presentation,  however,  requires  certain  attitudes  and^abil- 
ities  that  are  often  lacking  in  the  addict  population.    First,  many 
of  the  addicted  parents  lack  positive  school  experiences  and  thus 
do  not,  feel  comfortable  with  this  'classroom-type  structure.  Sec- 
ond, because  the  parents  have  their  children  with  them  in  the  ses- 
sions, nhey  must  learn  to  attend  to  the  discussion  and  to  their 
children  simultaneously.    This  skill,  which  middle-class  parents 
are  able  t^o  master  in  a  short  time,  is  extremely  difficult  for  ad- 
dicted parents.    It  is  necessary,  therefore,  to  make  sessions  as 
concrete  as  possible,  combining  demonstration,  group  participation, 
and  the  use  of  audiovisual  equipment. 

In  addition  to  differences  in  mode  of  presentation,  certain  spe- 
cific issues  and  topics  must  be  emphasized  and  discussed  to  a 
greater  degree  for  the  addict  population  (Lief  et  al*  1979).  For 
example,  some  skills  that  may  be  taken  for  granted  have  to  be 
carefully  taught,  such  as  reading  a  thermometer,  administering 
medicL.e,  preparing  nutritious  meals  for  toddlers,  and  providing 
consistent  care.    In  addition,  some  topics  of  concern,  such  as  h 
the  effect  of  drugs  on  the  infant,  and  street*life-related  issues, 
such  as  dressing  the  baby  adequately  for  the  outdoors,  and  the  ef- 
fects of  multiple  caregivers,  should  be  added  to  the  curriculum, 
tor  example,  in  discussing  the  importance  of  establishing  a  con- 
sistent patt'm  in  the  baby's  life,  the  group  leader  might  first 
ask  parents  to  describe  a  typical  day's  activities.    The  schedules 
they  describe  may  be  highlighted  in  a  concrete  way  by  listing 
activities  and  their  sequence  in  the  day's  events  on  the  black- 
board.   The  parents  seem  to  enjoy  contributing  items  to  such  lists, 
and  they  say  that  sharing  personal  information  helps  them  be  part 
of  the  group  and  enhances  their  pjositive  self-image  as  parents. 

As  indicated  earlier,  the  parents  experience  difficulty  in  estab- 
lishing a  regular  pattern  and  sequence  to  their  daily  activities. 
Most  have  led  relative!/  unorganized  lives  before  their  babies  were 
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born  and  do  not  know  how  to  plan  a  schedule  or  organize  a  smoothly 

^er9^"^1?'    kS  Pa£;en"  de8Cribe  dail*  "Cities,  the  group 
leader  should  help  them  first  to  rethink  and  thin  to  rearrange 
daxly  events  to  better  suit  both  themselves  and  their  infants. 

After  this  exercise,  the  group  leader  can  ask  the  question,  "Why 
is  this  arrangement  important?"    At  this  time,  the  general  concept 
of  bagiotrust  is  introduced.    The  group  leader  explains  that  the 
infant  learns  to  feel  secure,  relaxed,  and  trusting  of  others  when 
S!nClS  ar61?redictable  and  organized  in  a  regular  fashion  . 
Children  whose  lives  are  chaotic  whirlwinds  of  unpredictable  events 
never  learn  to  trust  that  others  will  meet  their  needs  and  take 
care  of  them  regularly,    children  who  are  handed  from  caregiver  to 
caregiver,  who  never  sleep  in  the  same  place  two  nights  in  a  row, 
and  who  receive  feedings  haphazardly  have  difficulties  in  estab- 
lishing feelings  of  confidence  in  their  caregivers- -and  their  ca- 
pacity to  establish  basic  trust  is  limited.     This  characteristic 
may  remain  .throughout  their  lives     when  examples'  of  this  type  of 
distrustful  personality  are  pointed  out  to  the  mothers,  they  begin 
to  understand  the  significance  of  the  issue,  which  helps  thL  alter 

tZt    f,  wJV*!         '    Py  trying  *  °^ni2e  the  day  for  the  baby, 
they  will  find  they  are  also  organizing  a  better  way  of  life  fo~ 
themselves.  • 

The  first  activity  of  any  session  is  for  the  group  leader  or  assist- 
#  ant  group  leader  to  administer  Gesell  tests  to  infants  who  rea-:h  a 
designated  testing  age.    Each  child  is  tested  in  this  way  once  & 
month,  with  the-mother  participating  and  observed  by  the  rest  of 
the  group.    The  testing  has  several  purposes.    First,  it  provides 
longitudinal  data  on  the  child's  progress  over  time.    Second/ it 
provides  an  opportunity  to  alert  the  mother  to  any  lag  in  a  partic- 
ular area  of  development  and  to  help  her  overcome  this  lag;  more- 
over, -it  also  alerts  her  to  achievement  of  expected  norms.  The 
mother  xs  also  told  what  to  look  for  in  the  month  ahead  and  how  to 
enhance  development  by  suitable  responses  and  recognition.  * 

Following  the  testing,  there  is  a  review  of  the  previous  week's 
topics  and  a  discussion  of  items  of  concern.    The  group  lead-r  asks 
ah^ut  the  mother's  attitude  toward  her  infant,  her  feelings  about 
being  a  mother,  her  infant's  responses,  the  family  situation",  and 
the  way  the  infant  fits  into  the  family's  lifestyle,    items  de- 
scribed in  the  section  on  theoretical  background  are  then  discussed. 
Vitn  the  group. 

To  assess  the  impact  of  the  curriculum  on  the  participants,  we  have 
developed  a  scale  called  the  Maternal  Interaction  Form  (MIF)  (see 
figure-1);   This  form  is  designed  according  tio  the  theoretical  or- 
ganization of  the  curriculum.    The  first  6  items  deal  with  maternal 
input.    Each,  of  the  12  items  is  scored  on  a  scale  of  1,  no  evidence; 
2  or  3,  doubtful  or  some  evidence;  and  4  or  jl,  good  cr  high  evi- 
dence.   The  MIF  is  completed  on  those  mother^  whose  infants  were 
given  the  Gesell  tests  in  a  particular  session.    The  group  leader 
with  her  assistant  and  the  trained  observers!  from  behind  one-way 
mirrors  (where  available) ,  score  the  mother  .'and  summarize  the  Gesell 
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tests  results.    Findings  on  the  MIF  are  then  incorporated  into  the 
agenda  for  the  following  week's  session.    *or  example,  if  the  group 
assessment  finds  that  a  mother  is  having  difficulty  verbalizing  to 
her  child  and  seems  not  to  J>e  stimulating  language  capacities,  this 
problem  may  become  a  topic  for  discussion  in  the  next  week's  ses- 
sion as  well  as  a  focus  of  individual  discussion  with  that  mother. 
In  this  way,  the  MIF  pro.ldes  both  an  objective  means  of  evaluating 
progress  over  time  and  a  quick,  on-the-spot  assessment  of  diffi- 
culties that  can  be  dealt* with  in  subsequent  sessions. 

 The  Newborn  Period.    The  newborn  period  is  the  first  topic  of 

the  course,    in  addition  to  discussing  the  general  format  of  the 
classes  and  providing  mothers  with  a  basic  orientation  to  the  par- 
enting groups, -leaders  should  devote  muchW  the  time  spent  in  the 
early  period  to  the  parents*  reactions  to  parenthood.  Discussion 
should  focus  on  the  kinds  of  adjustments  they  have  had  to  make  to 
accommodate  the  needs  of  a  demanding  newborn.    The  parents  will 
*  generally  be  anxious  to  discuss  their  experiences  in  labor  and  de- 
livery and  to 'share  their  feelings  about  what  it  means  to  have 
their  babies  home  with  them.    For  many  parents,  the  realities  of 
parenthood  will  not  matoh  their  expectations..,    This  problem  is  not 
unique  to  addicted  families;  most  new  parents  tend  to  underestimate 
the  responsibilities  and  commitments  of  parenting  and  to  romanti- 
cize an  image  of  motherhood. 

Most  addicted  parents"  have  a  special  problem  during  this  period— 
they  leave  the 'hospital  before  their  babies  are  ready  to  do  so. 
Many  will  have  difficulty  expressing  their  feelings  about  watching 
their  babies  go  -through  withdrawal  and  about  dealing  with  babies 
whose  overall  irritability  they  can.  attribute  tu.  their  own  drug  use 
during  pregnancy.    This  makes  parenting  harder  for  them  than  for 
most  mothers,     it  is  necessary  to  help  the  parents  to  verbalize 
some  of  their  feelings  (guilt,  anger,  etc.)  and  to  teach  them  ways 
to  comfort  their  babies  during  irritable  periods. 


An  important  function  of  the  parenting  groups  during  this  early 
period  is  to  provide  emotional  and  social  support  for  the  new  par- 
ents and  to  try  to  help  them  establish  strong  nurturing  bonds  with 
their  infants.    They  need  encouragement,  for  example,  to  hold  their 
babies  close  to  them  during  feeding  and  to  look  directly  at  and 
talk  to  tliem.    Because  the  success  of  the  mother's  adjustment  to 
parenthood  is  greatly  enhanced  by  early  successful  interaction  and 
positive  psychological  bonding,  it  i?  necessary  to  help  the  mother 
learn  how  to  recognize,  interpret,  and  respond  to  her  baby's  cues. 

For  addicted  women,  the  job  of  learning  to  recognize  and  interpret 
their  babies*  needs  is  complicated  by  the  fact  that  infants  born  to 
dru'g-dependen't  mothers  often  do  not  send  clear  messages.  Experi- 
ence has  shown  that  these  babies  are  impaired  in  their  ability  to 
respond  to  social  and  other  environmental  stimuli.  Anticipating 
the  neonatal  assessments  to  be  described.,  later,  we  note  at  this 
point  that  PAAM  babies  were  somewhat  slower  to  respond  to  stimuli 
and  also  slower  to  shut  down  their  responses  once  stimulated 
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compared  with  infants  born  to  nonaddicted  mothers.    Similar  obser- 
vations have  been  made  by  Strauss  et  al.  (1979). 

A  great  deal  of  time  should  be  spent  helping  the  mothers  to  learn 
to  "read  the  babyH  and  respond  appropriately  to  the  messages  re- 
ceived.   They  should  be  urged  to  speak  slowly  and  softly  to  their 
babies  and  to  be  as  calm  as  possible  in  handling  them.    Methods  of 
comforting  irritable  babies,  including  how  to  swaddle  them  and  to 
soothe  them  with  calming  physical  interaction  and  slow  soft  verbal 
interaction,  should  be  demonstrated.    Such  skills  are  particularly 
important  in  the  initial  newborn  period,  when  the  effect  of  intra- 
uterine drug  exposure  may  be  greatest  and  the  infant's  first  "inter-, 
actions  with  the  mother  are  critically  important. 

2.  The  Period  From  1  to  3  Months  of  Age.    This  period  occupies  the 
second  part  of  the  course.    After  parents  and  babies  have  negoti- 
ated the  newborn  period,  they  seem  to  settle  down  to  dealing  with 
problems  associated  with  the  daily  rigors  of  childcare.  During 
these  months,  much  of  the  time  should  be  focused  on  helping  parents 
establish  consistent  patterns-    Practical  informs  .ion  on  feeding, 
burping,  bathing,  sleeping,  diapering,  dressing,  and  cuddling  needs 
to  be  combined  with  an  introduction  to  the  underlying  concepts  of 
child  development  that  relate  £c  the  practical  advice  being  offered. 

is 

During  this  period,  several  sessions  should  be  devoted  to  health 
care  and  how  to  use  a  pediatrician.    Such  matters  are  extremely 
important  for  addicted  families  beca  ise  most  of  them  have  never 
been  exposed  to  consistent  care  themselves  and  are  not  familiar 
with,  how  to  make  the  best  use  of  routine  well-baby  care.    In  addi- 
tion, some  time  is  spent  on  recognizing  and  handling  emergency  sit- 
uations for  young  children.    These  topic^s  should  be  repeated  at 
various  intervals  throughout  the  curriculum. 

3.  The  Period  From  4  to  6  Months  of  Age.    This  time  represents  an 
extremely  receptive  and  expansive  period  in  development  for  the 
baby.    Many  initial  physiological  adaptations  to  the  extrauterine 
environment  have  been  made.    General  patterns  of  activities  have 
been  established,  and  most  are  exploring  their  worlds  in  an  .active 
fashion.    The  baby^as  achieved  enough  physical  maturity  to  be  much 
more  than  a  passive^  recipient  of  care  taking.    Many  have  been  able 
to  roll  over  from  their  backs  by  themselves,  providing  them  with  a 
sense  of  control  and  mastery  ovef  the  environment  that  encourages 
exploration.    Some  may  be  able  to  sit  by  themselves,  and  most  have 
achieved  enough  control  over  their  hands  to  start  reaching  and 
grasping  new  objects  to  investigate. 

For  addicted  parents,  this  time  represents  an  en}oyable  and  excit- 
ing period.    The  baby  has  become  a  more  predictable  individual,  and 
an  initial  relationship  usually  has  been  established  between  parent 
and  child.    The  child  enjoys  being  played  with  and  is  more  recog- 
nizable as  the  "Gerber  baby"  many  had  expected  their  newborns  to 
be.    3ecause  the  child  is  vocalizing  more  during  this  period  and 
may  actively  seek  out  social  interactions,  many  mothers  feel  grat- 
ified by  the  baby's  response  to  caregiving.    For  some  mothers,  the 
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SSri^f.itin9  thi8wP«riod  are  «tre»ely  powerful  in  bulging 
their  self-esteem  and  their  feelings  about  being  "good  parents.  - 

c!riL?nVf,1,^ent^1Peri°d  alS°  18  Critical  ftf  the  establishment  of 
establishment  of  positive  interactions.    Mothers  should  be  advised 
on  how  to  begin  feeding  regular  milk  and  ho- -to  introduce  their 
babies  to* solid  foods. 

Mothers  should  be  urged-  to  arrange  their  daily  activities  so"  that 
mealttaes  are  enjoyable  for,  them  and  their"  babies.    Children  whose 

oter^V™  f^^1  6VentS  t0  6nj0y  Wlth  their  «e  hap- 

;.  Pier  and  less  likely  -to  develop  eating  problems.    Addicts  usually 

y""Cat°h  "  CatCh  can"--°h  the  street!  corner.  Group 
"    •    Z^Sf  mUSt  P01^  out  that  a  regular  sequence  of  .mealtimes  is  a 
':  V<Sa  °f  or9anizhtion  in  infancy.     A  child  who  eats^.aphaz- 

ZlTl^  gT  "P  *°  be  an  dduU  Wh0  is  unable  to  ^ganize  his  or 
ner  ii.e.    .showing  parents  how  the  present  handling  of  their  in-' 
rants  c.an  affect*  development  and  influence  their  future  years  is 
an  impressive  point  and  can  be  effective  in-  motivating  parental 
behavioral  change.  ^  . 

In  addition,  mothers  need  to  be  shown  in  a  concrete  way  how  to  clay 
appropriately  with  their  babies  during  this  period, •  Through  the 
Gesell  testing  and  other  demonstrations,  parents  can  learn  what 
babies  can  do  at  this  stage  and  how  to  gear  play  activities  to  pro-  - 
mote  cognitive  and  emotional  development.     In  some- classes,  giving 
out  age-appropriate  toys  and  materials  and  discussing  and  demon- 
strating ways  to  make  simple  toys  at  home  are  essential.  - 

This  is  the  time  when  parents  ar<S  like.'y  to  reassess  their  own  life 
situations.    After  some  of  the  hurried  adjustments  to  parenthood 
that  took  place  in  the  first  few  months  of  the  child's  life,  msny 
parents  now  enjoy  discussing  and  thinking  about  the  changes  tha"  * 
have  occurred  (n  their  lives.    Discussions  of  self-esteem  should 
be  encouraged,  especially  of  feelings  about  being  a  "good  paront" 
and  overall  family  interactions  with  patents,  spouse,  other  chil- 
dren, relatives,  and  friends,    it  is  also  important  to  discuss  . 
changes  in  drug  usage  and  street  lifestyle.    These  discussions  usu-' 
ally  are  lively  and  animated  and  are  likely  to  extend  over  several 
clasc  sessionj.    The  topics  discussed  should  be  brought  up  and  re- 
inforced in  individual  counseling  sessions,  in  which  issues  that 
may  be  hard  for  some  people  to  discuss  in  a  group  setting  are  ex- 
plored in  depth  with  the  counselor. 

4.    The  Period  From  7  to  12  Months  of  Age.    This  period  is  much 
more  difficult  than  the  previous  stages  because  the  children  pass 
through  several  developmental  phases  in  this  interval  that  may  be 
hard  for  parents  to  deal  with  and  understand.    As  the  children  be- 
come proficient  in  their  perceptual  development,  they  begin  to  dis- 
tinguish strangers.    Multiple  handling,  especially  by  unfamiliar 
adults,  greatly  disturbs  some  babies.. 
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As?the  babies  become  more  mobile— as  they  leaifo  to  crawl,  stand  up, 
and  perhaps  walk— man y,  become  fearful  when  they  realize  they  have 
moved  away  from  their  parents,    it 'is  difficult  for  a  parent  of  a 
baby  this  age  to  deal  with  alternating  aggressive  exploration  and 
fearful  clin^ng  behavior^.    The  parents  should  be  given  emotional 
support  and  practical  advice  on  how  to  arrange  situations  so  that 
the  child  is  made  more  comfortable,  in  this  period.    Through  discus- 
sions and  demonstration  procedures',  an  attempt  should  be  made  to 
help  parents  meet  their  children's  dependency  needs  so  thai"  their 
sense  of  basic  trust  and  ability  to  explore  their  environment  will 
be  further  developed.    For  the  most  part,  these  dependency  needs 
„were  not  met  for  the  addicted  mothers  as  children.    As  these  moth- 
ers recall  their  own  early  lives,  they  begin  to  understand  themr 
selves  better  and  become  more  sensitive  and  less  impatient  with 
their  babies'  needs. 

Through  Gesell  testing  and 'talks  with  individual  mothers,  group 
leaders  should  emphasize  the  positive  aspects  of /this  period  of 
development.    Mothers  should  behold  about  the  children's  growing 
sense  of  discrimination  and  social  responsiveness  and  advised  on 
now  to  predict  and  prevent  situations  that  create  anxiety-provoking 
responses . 

V  a 

Other  discussions  should  focus  on  the  physical  implications  of  the 
baby's  new  mobility  and  methods  of  baby-proofing  homes.  Mothers 
should  be  encouraged  to  plan  their'home  lives  so  thatttheir  babies 
.  may  safely  move  about  and  learn  from  the  world  around  them.    It  is  » 
imperative  to  teach  some  elementary  concepts  of  setting  limits  and 
suggest  that  parents  try  to  offer  substitutes  for  whatever  they  do 
not*want  the  child  to  do.    Much  w^tk. in  this  period  foreshadows 
later  discussions  of  discipline  and  the  teaching  of  right  from 
wron^g  in  ways  that  help  children,  develop  internal  controls  rather- 
than  simply  respond- to  external  controls. 

»  • 

During  the.  second  half  of  the  first  year,  much  effort  should  be  de- 
voted io  reinforcing. many,  of  the  concepts  introduced  earlier  and 
showing  parents' how  to  integrate  these  concepts  into  daily  routines 
on  a  somewhat  highei  Le/el.     For  example,  in  dealing  with  appropri- 
ate stimulation,  parents         shown  how  to  play  with  their  babies  on 
the  floor,  how  to  make  and  work  with  simple  manipulative  toys,  and 
how  to  stimulate  language  development.    Again, u  leaders  must  deal 
extensively  with  the  parents'  own  reactions,  emphasizing  changes 
in  lifestyle  and  sexf-image.    Just  as  mothers  must  try  to  under- 
stand the  child's  ambivalent  responses  to  physical  separation  from 
parents,   they  must  also  learn  to  understand  their  own  responses  * 
when  their  children  begin  to  move  about  and  away  from  them.     It  is 
important  to  capitalize  on  the  fact  that  separation  anxiety  is  an 
interactive  set  of  feeling  emanating  from  both  parents  and  children. 

At  the  end  ;>f  the  first  year,  ^he  program  should  outline  the  kinds 
or'  changes  parous  can  expect  from  their  children  in  the  months 
to  come,  paying  particular  attention  to  areas  that  parents  are 
prone  to  r  ish,   such  is  weaning  from  the  bottle  and  toilet  training.* 
Harsh  weaning  and  toilet  training  have  been  implicated  in  later 
/ 
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psychological  djpf unctioning.    m  sane  cultures,  early  toilet  train- 

ne^V0^6 "V  meaSUre  °f  parentai-  succ°ss   and.  L£  belief 
needs  to  be  deemphasized.  ,  . 


As  children  approach  their  first  birthday,  it  is  profitable  to  spend 
time  reviewang  the  progress  they  have -made  and  reinforcing  the  Sr-  ' 
e-hts-  sense  of  having  dbne  a  good  job  *ith  their  children.  Thif 
•    f-f  us*10n.helPs  Pa"ncs  to  prepare  for  the  first  birthday  party     "  <k 
and  makes  it  a  special  event  for  both  parents  and  children.  Many 

can^flo  r"168  Can/e  h6ld  *?  the  ar°Up  ^ssions,.  and  the' parents 
can  help  organize  and  contribute  to  party  activities.         N  .. 

^he  rr.°f  the  curriculum  that  covers  'the  infant's  second  Vear  is  " 
divided  into  two  partsr   13  to  18  months  and' 19  to  24  months: 

5:...  ^  PeriodFrom  13  t°  18-  Months  of  Aoe.    Topics  addressed  dur-  • 

ina  mohil^v1  babV'S  learnin9  t0  wa'lk  and  the  result- 

ing mobility  and  exploration,  language  development,  disciplinary 
techniques  and  limit-setting,  and  the  difference  between  discipline^ 
and  punishment.    Throughout/ emphasis  should  be  on  helping  the 
mother  recognize  the  emergent  stages  of  the  child's  development  so 
that  she  can  respond  in  a  way  that  will  foster  normal  cognitive, 
'  emotional,  and  social  growth'. 

6I  ,^-?eriod  From  19'to  24  Months  of  Ace.    At  this  point,  the  ' 
,child  has  begup  to  achieve  a  certain  degree  of  autonomy.    Aspects  • 
of  the  child's  behavior  such  as  play,  sleep  problems,  and  temper 
tantrums  are  addressed.    Mothers  must  be  taught  that  the- behavior 
of  the    terrible  t;wo'?"  is  to  be  expected  and  that  there  are  non- 
punitive  means  of  dealing  with  these  behaviors. 

If  resources  are  available,  the  program  should  establish  a  preschool 
program  during  the  latter  part  of  .his  period,    it  is  recommended 
that  preschool  nursery  group  sessions  for  mothers  be  held  once  a 
.week.^  These  sessions  should  deal  .with  such  topics  as  sibling  ri- 
valry, toilet  training,  and  discipline.    An  important  focus  of  these 
sessions  should  be  on  how  to  prepaie  a  child  for  school  and  how  the  , 
mother  should  relate  to  teachers  and  other  Ichool  personnel,  when 
\ reac-heG  sch°o1  a9e<  the  nursery  supervisor  should  accompany 
the  child  and  mother  to  tlfe  school  to  help  them  through  the  enrol 1- 
nient- process;    This  additional  service  may  not  be  possible  in. all 
programs ,  but  it  has  proven  feo  helpful  at  PAAM  that  it  should  be  • 
considered  as  important  as  the  initial  parenting  sessions,     in  some 
programs,  this  jnay  be  the  only  service  that  can  be  offered  to  the 
addicted  parent  and  her  child;  however,  even  this  will  be  of  areat 


assistance.  This  service  can  b.ecome  part  of  the  overall  treatment 
program,  possibly  as  part  of  the  initial  introduction  to"  parenting 
classes. 

The  next  section  describes  the  assessment  program  being  used  at  the 
PAAM  project."    a  successful  parenting  program  can  be  carried  out 
without  this  assessment,  however/ 


ASSESSMENT  AND  EVALUATION  OF 
INSTRUMENTS  M  THE  PAAM  PROGRAM 


The^^vefi&pmental  progress  of  children  born  to  mothers  in  the  PAAM 
program  is  monitored  in  the  first  weeks  of  J.if e  by  *the<%razelton 
Scales,  of  Neonatal  Behavior  and  later  by  the  Bayley  'scales  of  In- 
fant Development.  *  ^ 

The  Brazelton  Scales  assess  the  newbcrn's  ability  to  respond  and  * 
adapt  to  physical  and  social  environments.    From  the  full  Brazel- 
ton assessment,  the  PAAM  program  selected  seven  items  *tx>  assess 
the -infant '3  responses  to  various  stimuli  and  to  social  handling: 
inanimate^auditory  response  to  a  rattle,  animate-auditory  response 
to  the  human  voice,  inanimate-visual  response  to  a  red  ball,  animate 
visual  response  to  a  human  face,  response  decrement  to  a  repeatedly 
presented  auditory  stimulus,  degree  of  "cuddliness, "  a net  capability 
of  consolation, 

t  * 

*The  Brazelton  Scales  are"  usually  administered  within  the  first  2 
weeks  of  life.    If  the  infant  shows  signs  of  withdrawal,* assessment 
is  delayed.    Testing  is  done  1-1/2  to  2  hours  after  feeding,  usu- 
ally in  the  morning.    All  sessions  are  conducted  in  a  quiet  room 
adjacent  to  the  nursery.    The  state  of  the  infant  before  handling 
is  noted.    The  blanket  is  remove^  and  any'eftan^e  in  state  is  re-* 
corded.    The  remainder  of  the  examination  is  carried  out* with  the 
infant  dressed  only  in  a  diaper.  , 

A  stimulus  is  presented,  and  the  baby's  behayior  is  watched  for    .  * 
signs  of  responsiveness.    Attending  behavior  is  noted  by  startled 
responses,  change  .  in  blinking  or  respiratory  rate,  and  visual  fo- 
cusing.   With  one  of  the  stimuli,  the  rattle,  the  b?by's  ability  to 
adapt  to«its  repeated  presentation  :.s  noted.    The  rattle  is  pre- 
sented aft  many*  as^lO  times,  with  a  5-second  interval  between,  pres- 
entations.   Following  some  initial  attending  responses,  the  baby 
normally  "learns"  the  stimulus,  becomes  accustomed  to  its  novelty, 
and  no  longer  accords  it  any  orienting  and  attending  responses  in 

a  pattern  of  "response  decrement."  , 

*; 

After  the  orientation  an&  habituation  behaviors  have  been  noted, 
the  infant  is  picked  up  and  any  proprioceptive^  adaptations,  such 
as  nestling  into  the  crook  ql  the  e£amiffer's  arm,  are  noted  in 
terms  of  the  baby's  "cuddliness."    Finally,  the  last  stage  of  the 
examination  involves  determining  the  baby's  degree  of  consolability 
by  noting  the  kinds  of  things  the  examiner  must  do  to  cal»  the  in- 
fant and  stop  his  or  her  crying  after  an  upset.    A  noxious^  stimu- 
lus, such  as  a  token  slap  on  the  foot,  is  presented  to  the  child, 
and  the  examiner  tries  to  calm  the  child  first  by  talking,  then  by 
holding  a  hand  on  the  child's  belly,  then  by  restraining  the  child's 
arms,  and  so  forth.    Consolability  is  measured  by  the  degree  of 
examiner  intervention  necessary  to  calm  the  infant. 
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•  ^though  there  are  no  official  published  standards' for  the  b**™i 

despond  initially  &  sSfuJf  S°meWhat  Sl°Wer  than  n°™al  to 

slower  to  adapt  LfdSrSe- thet^"9  once,  attended  they,  are 
sented  stimuli.    In^SSSL^S/^**  «*«tealy  pre- 

dlv  a nH  «  auion'  PAAM  babies  seem  somewhat  less  cud- 

Sbies  w  U  -SSir*?!-  ^  d°  I'**"--.  AlthoSh/C 

.  sir S3  s?-"a=-Cff^r- 

•  .^f  S^^TSIS^  °'  K"Zelt°n  SC°reS  Wlth  so?e  °ther  Peas- 
with.^sTma'ternaf  and  ^^tff^T^^ 

n1fir":r%^£-iSS:haetintSntte 

other  words,  t*  higher^he^s  'J^^^'J 
sponsive  the  mfant.    We  fojnd  aiso  that  baoies  who  requiS  char- 
scoreseLaPthcLr  T  trMt*n*  °f  -  thdrawal " tended  tHhowlowef 
cuddlv  ln.*h"':.resPonse  to  the  red  ball,  and  thly  were  also  Jess  ' 

UlilZ  TJl         c  *  3    rain6d  PW^fli".  who  maintains  stand- 
ardized conditions  for  test  administration  and  scoring.  ' 

TheVayley  Seal e^are  "widely  used  objective  measures  of 'intellec- 
tive SlT.  dTe'ey1baVe  b6fn  eXtensi-^  validated,  and  oL- 
1969)      Lltt  aev*loDn,ental  quotients  are  available  (Bayley 

J™!  ;        T       1CS'  ^i^'for  use  with  infants  and  toddlers 
scW    at^afnr^  °f  a9e;  yleld  inf°^tion  for  twt  related 
«^^"t  3     ?™» DeveloPm?nt  Index  (MDI)  and  a  Psychomotor  Devel- 
opment index-  (PDI),    scores  for  both  these  Indices  have  been  ob-  ■ 
sZ?       °u  PAAH-Childre"  "  3,  6,  and  12  months  of  age      In  our 
samp  e  we  have  analyzed  data  from  full-term  babies  who  had  no  com- 
plicating factor  at  birth  other  than  drug  withdrawal/    We  first 

who  attf„^  r1  °f>  data  cr°—tionally  and  then  examined  those 
who  attended  for  an  entire  year  as  a  longitudinal  subsample.2 

inScatr^f^6  °f  10°'au  the  n°rm  f°r  both  indices>  the  findings 
thToZl   th?f-  V  9r°UP         ^  bat^S  ShOWed  nomal  -fevelopment 
sSfoS f  ^"u0'  Ufe-    The  lon9itudinal  data  on  the  sub- 
inltljt  L  *  Sh°W  vir?ua11*  the  same  pattern  of  scores, 

mdicafng  thqt  as  PAAM  infants  mature  they  follow  a  basically 

2 

^Only  preliminary  findings  are  referred  to  here.    Statistical  anal- 
ysis will>e  published  separately  when  completed. 
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normal  course  of  development.    Neurological  examinations  done  at 
the  same  intervals  also  have  shown  normal  development.  * 

The  Baylay  and  neurological  findings  indicate  that  the  relative 
cognitive  impairment  exhibited  earlier  on  the  Brazelton  Scales  is 
transient  and  unrelated  to  later  developmental  status.  Further- 
more, we  founpl  that  in  correlating  assessment  scores  with  infants1 
birth  weights,  babies  o£  lower  weight  were  likely  to  have  lower 
scores  in  the  early  assessment  periods,  but  that  these  relation- 
ships were  no  longer  present  by  1  year  of  age.    This  finding  is  in 
contrast  to  the  general  findings  of  low-birth-weight  infants,  for 
whom  cognitive  performance  remains  impaired  for  at  least  2  years 
of  life  and  may  even  become  worse  if  environmental  conditions  are 
not  conducive  to  healthy  development  (e.g.,  Drillian  1964). 

We  find,  then,  that  in  general  the  PAAM  infants  who  suffer* initial 
deficits  overcome  them.    The  measures  that  show  this  favorable  re- 
sult .a re  available  to  us  only  through  parent  education  classes  that 
teach  parents  how  to  promote  normal  development  for  their  children. 
We  cannot  state  'certainly  that  the  parenting  classes  were  respon- 
sible for  this  result,  but  we  see  little  ground  for  reasonable 
doubt  of  their  value  for  the  children. 

Some  of  our  subjects  have  now  reached  the  age  of  3. 3    Figure  2 
shows  an  outline  of  the.  test  batteries. 


MOTHERS 

i 

To  judge  by  the  public  image,  opiate  addicts1  chanqes  for  develop- 
— -raejvt  in  conventional  roles  are  poor,  and  the  role  of  "good  parent" 
^jpojJld  seem  to  be  especially  put  of  reach.    Addiction  often  is  cited 
as  a  factor  in  cases  of  child  abuse  and  neglect.    Foster  placement 
among  children  ^>f  addicts  is  characterized  by  long  periods  of  place- 
ment and  poor  adjustment,  with  more  behavioral  problems  emerging 
than  are  typically  found  for  foster  children  who  did  not  come  from 
addicted  families  (Lensen-Gerber  and  Rohrs  1973;  Fanshel  1375) . 

Our  experience  at  PAAM  has  indicated  that  the  'stereotyped  image  of 
the  inadequate  addict  parent*  is  not  necessarily  true.    Almost  all 
PAAM  mothers  retain  custody  of  their  babies.    In  parenting  classes, 
they  prove  themselves  capable  of  learning  about  developmental  is- 
sues and  responding  to  the  needs  of  the  growing  infant.    Many  de- 
velop sensitivity  to  the  physical,  social,  and  emotional  needs  in 
their  children  and  make  concerted  efforts  to  adapt  their  ,lifestyles 
to  meet  these  oaeds.    Many  express  insights  about  aspects  of  their 
life  histories  t^hat  have  negatively  affected  them  and  tell  of  their 
resolve  to  prevent  similar  problems  for  their  children.    Many  were 
themselves  poorly  nurtured  as  children.    Their  own  dependency  needs 
were  not  met  at  appropriate  times  in  their  development,  and  their 
levels  of  emotional  maturity  as  adults  were  limited  by  their 


These  findings  also  will  be  reported  in  a  future  publication. 
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v  'BIRTH— for  1-  and  3-Year-oia  Subjects 
-    Review  of  Hospital  /:hart 

1-YEAR-OLD  SUBJECTS  ONLY-administered  between  ages  of  11  and  U 

months 

Chile!  Development  Measures 

1.  Bayley  Scales  of  Infant  Development 

2.  Flint  Infant  Security  Test 

3"    DBZeSoS:nt0f"EXPreSSiVe        ReC?PtiVe  ^«a9e 
4.  i  Assessment  of  play,  session  with  mother  " 

Pediatric  Examination  "  - 

1.  12-month  neurological 

2.  General  physical 

-3.    Fat  pad  measurement  and  nutritional  data 
4.    Blood  and  urine  tests 

*  Lifestyle  interview  with  Mother  * 
*  * 

3'%YEAR-OLD~StJB JE CTS  ONT^-administered  between  ages  of  33  and  39 

months 

Cnild  Development  Measure's  «  \ 

1.    Stafford  Binet  Intelligence  Test 
*    2.     Carnegie-Mellon  Test  of  Interpersonal  Relations 
Bzock  Test' of  Expressive  and  Receptive  Language' 
Development  „• .  ^ 

4.    Assessment  of  play  session  with  mother 

Pediatric  Examination 

1.     36-month  neurological  u 
General  physical 

3.  Fat  pad  measurements  and  nutritional' data 

4 .  Blood  and  urine  tests 

Lifestyle  Interview  with  Mother 
 1 

Note:  'All  standard  tests  are  Available  from:    Psychological  Cor- 
poration, 757  Third  Avenue,  New^York,  n.Y.  10017.  y 

FIGURE  2.    PAAM  and  comparison  subjects- 
test  batteries 
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childhood  experiences.    Through  interactions  with  PAA*r£taff  mem- 
bers and  by, the  consistency^  attention  ;to  their  needs  as  develop- 

*  ing  parents,  many  begin  to  develop  their  own  sense  of  hasic  trust? 
and  are  thus  able  to  foster  similar  development  in  .their  children. 
They  learn  how  to  interact  positively  with~their  children  and  to 
gear  their  actions  to  the  children's  developmental  level. 

We  have  been  able  to  measure  the  mothers*1  progress  to  some  extent 
by  ^sing  the  Maternal  Interaction  Form  (figure* 1)  and  by  adminis- 
tering, a  series  of  vignettes  of  life  situations  in  which  tne  mother 

•  had  to  choose  responses  -to  deal  with  the  situations  presented  to  • 
her.    on  both  measures,  the  .addicted  motors  showed  their  Ibility 
to  deal  appropriately  as  indicated  by  the  difference' in  responses 
at  the  beginning  of  parenting  classes  and  at  the  termination/  in 
addition,  followup  interviews  with* families  about  6  months  after 
joining  the  PAAM  program  showed  that  parents  stress  most  qf  the* 
concrete  information  on  chilj^rearing  they  received,    others  de- 
scribed the  classes  as  providing  emotional  support,  a  place  to  be 
with  friends,  a  place  for  children  to  play  with  other  children,  and 
as  a  meaningful  activity  ayfty  from  the  street.    They  judged  the 
course  to  be  very  helpful  to  them  and  to  be  a 'positive  influence 
for  their  children's  development. 

Because  the  program  involves  the  entire  family, -there  is  also  con- 
cern about  the  effects  of m the  parenting  these  addicted  mothers  pro- 
vided for  their  older  children  who  were  born  before  the  PAAM  program 
began.    Health  care  is  provided  for'all  family  member^,     staff  mem- 
bers asfc  about  the  child's  school  situation,  how  the  cMJri  spends 
his  or  her  day,  wh£re  clinic  caws  is  obtained,  and  provisions  for 
social  outlets.  ,  •  ,  I 

Many  of  these  children  are  brought  up  in  foster  care  o^  by  ot^ner 
family  members.    As  the  mother  improves,  they  are  returned  to*h^r 
under  the  guidance  of  the  P^AM  staff.    They  usually  have* a  history 
of  irregular  school  attendance  and  often  have  behavior  problems. 
A  study  that  compares  the  outcome  for  the  older  children  with  that 
of  tehe  infants  in  the  PAAM  program  -should  be  undertaken  as  a  longi- 
tudinal study.     e  ^ 

CONCLUSIONS  ^ 

In  the  context  of  a  program  offering  comprehensive  care  to  high- 
risk  families,  what  is  contributed  by  adding  a  parent  education 
component:?    Such  a  course  cannot  only  be  beneficial  in  itself, 
but  is  also  a  means  of  integrating  and  potentiating  the  other  pro- 
gram elements.    We  have  found  tljat  the  long-term, ,  intensive  invest- 
ment of  care  in  each  family  was  worth  the  effort. 

REPLICATION  AND  IMPLICATIONS  FOR  PUBLIC  POLICY  .  * 

We  believe  that  this  program  can  be  replicated  with  the  use  of 
volunteers  and  mothers  who  have  gained  a  fundamental  knowledge  of 
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childrearing  during  their  attendance  and  she »  an  inclination  to 

St    a  £ctV?  h1111^6;    *iB  Pr°9ram  ^"  be  «P"«ted  at  low 
^  cost,  a  fact  that  has  been  demonstrated  in  three  Instances. 

in  one  case    the  Junior  League  of  a  suburban'  community  was  assisted 
by  the  local  Red  Cross,  which, was  already  giving  prenatal  courses 
for  high-risk  mothers.    The  mothers  then  continued  at  the  Fed  Cross 
r  in,,"n'lng  classes  c°nducted  by  the  Junior  League  volunteers. 

following  the  curriculum  described  in  this  chapter.    The 'total  cost 
per  family,  was  less  than  $100  a  year.    The  money  was  raised  by  the 
.       Junio*  League  and  Red  Cross  in  the  community. 

Another  community  set  up  a  program  that  sands  volunteers  weekly  to 
.    each  participant's  home  to  discuss  issues  of  concern  and  to  demon- 
strate techniques  of  handling  infants.    This  program  also  uses  the 
PAAM  curriculum  as  a  resource. 

•  »  t 

A  hospital-based  parenting  unit  is  being  organized  in  "another  com- 
munity, where  the  parenting  groups  will  follow  the  prenatal  Lamaze 
.    classes  already  operating  in  conjunction  with  the  hospital  obstet- 
rical department.    The- volunteers  are  members  of  the  local  Junior 
,  League >nd  are  being  trained  by  using  our  curriculum  manual,  which 
^.    is  available  to  all  interes'ted^gtoups. 

Other  groups  can  be  set  up  as  part  of  church  outreach  programs. 
The  pro3ect  does  not  have  to  be  sectarian.    The  church  can  merely 
act  as  a  sponsor  for*  housing  the  unit,  and  interested  members  of 
tlje^ congregation  can  be  trained  to  serve  as  group  leaders: 

„Not  every  community  has  a  medical  school  that  can  staff  and  sponsor 
.  such  a  program,  bul:  almost  every  community  has  a  service  organiza- 
tion^ some  sort  that  can  be  enlisted  to  help  in  fundraising,  find- 
ing suitable  space,  enlisting  and  training  volunteers. 

/ 

Once  a  program  is  started,  mothers  attending  it  gain  a  fundamental* 
Knowledge  of  childrearing.    Those  mothers  who  show  an  inclination    '  * 
to  start  a  career  in  childcare  can  be  enlisted  to  continue  the 
project.    This  prospect  of  staffing  makes  it  feasible  for  replica- 
tion at  low  cost  so  that  this  approach  to  childrearing  can  become 
an  integral  part  of  health  care  and  be  as  much  of  a  child's  birth- 
right as  safe  milk  and  preventive  inoculation  against  disease 
■Hiis. is  the  least  we  owe  our  children  and  ourselves  to  preserve 
the  most  precious  asset  of  our  society— its  children. 
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APPENDIX  < 

RESOURCE  BOOKS  • 

The  following  list*  was  prepared  to  help  you  develop  a  parenting  V, 
training  component  or  a  lending  library  on  parenting  for  staff  and 
clients.    Most  of  these  books  were  written  for  parents  and  are  , 
"self-help"  in  orientation.  *A  caution:    Parenting  must  always  oc-  • 
,cur  within  the  context  of  a  clear  value  system — values  about  accept- 
ahffe  behaviors,  disciplinary  techniques,  lifestyles,  etc.  These 
values  are  likely  to  vary  widely  depending  on  race,  socioeconomic' 
class,  ethnicity,  and  culture.    Many  gender  issues  need  t^o*  be  con- 
sidered in  raising  children."   Parenting  orientation  and  strategies" 
also  need  to  change  as  a  child  grows, older;  parenting  an  infant  re- 
quires behaviors  different  from  those  used  with  toddlers,  pre- 
schoolers, 8-year-olds,  or,  adolescents.    Some  of  these  books  focus 
on  particular  ages;  some  are  more  genera'l.    Some  are  gender  sensi- 
tive; o€herj3  are  not.    Some  are  sensitiye  tS  racial,  class,  and 
cultural  differences;  others  are  middle  class  in  orientation,  al- 
though even  these  vary  in  their  appr6ach  to  particular  issues.  We 
have  tried  to  note  the  author's  orientation  and  gender,  racial,  or 
cultural ^sensitivity  whenever  possible,    the  reader  is  encouraged 
to  browse  through  these  books  at  a  local  library  or  bookstore,  ^low- 
ever,  to  select  those  most  appropriate  for  the  client  groups  served. 
Publishers  are  often  willing  to  send  examination  copies  for  you  to 
evaluate"  before  "purchasing  thjam.    New  books  are  appearing  regularly* 
and  this  list  is  not  exhaustive. 

Atlas,  S.L.    Single  Earentir.g:    'a  Praotical  Resource  Guide.  Engle- 
wood  Cliffs,  N.J.:     Prentice  HajJ,  1981.  ($5.95.) 
Practical  advice,  extensive  list  of  community- help  organiza- 
*      m    tions,  counseling  resources,  suggestions,  and. guidelines* for 
\  helping  single  parents  develop  an  effective  family  life. 

Auerbach,  S.    The"  Whole  Child:     A  Source  Book.    Toronto,  Canada: 
Academic  Press  Canada  Limited,  1981.  ($18.95) 
An  excellent?  resource  book  for  information  on  children  from 
conception  to  age  12.    Gives  an  extensive 'overview  of  parent- 
ing books,  resources/  and  materials.    Covers  everything  from 
first  aid  to  parent  theories,  toys,  and  sex  roles. _/ 

Barber-,  V.,"  and  Sktfggs,  M,M.    The  Mother  Person.    New  York: 
Schocken  Books,  1977.  ($4.95)> 

Although  it  stresses  the  joys  and  satisfactions  of  motherhood, 
this  book  ir *also  a  guide  to  confusion,  guilt,  and  anger. 

Bell,  R.,  and  Associates.    Changing  Bodies,  Changing  Lives.  New 
York:    Random  House-;  1980.  .  ($7.95) 

Written  by  the. authors  of  Our  Bodies,  Ourselves,  this  book  is  * 
an  open  discussion  of  issues  of  sexuality  for  teenagers.  Gives 
information  about  sex  and  body  development,  while  also  provid- 
ing an  opportunity  to  hear  from  other  teenagers  going  through 
some  of  the  same  experiences.    Discusses  many  negative  experi-  . 
ences,  sufch^as  unwanted  pregnancies. 5  .  • 
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Eell'„R:Q",and  Harper'  L-u-  .  Child  Effects  onAd»,ltB.  Lincoln, 
Nebraska,  and  London-;    Bison -Books  i^ Clinical  Psychology, 
university  of  Nebraska  Press,  1980.     ($5.50)  • 
Looks  at  the  parent-child  interaction  from  the  child's 
perspective.  '        %  » 

'Bernaff;QS'   <tlY™*  MotherhQ^>    New  York^     M.  Evans  and  ?6.,  Inc., 
iy/y.     ($6.95)  /  <  %*  " 

Describes  a  30-day  program  for  total  qoiranualcation  between  the 
new  mother  and  her  child  under  age  3.    Presents  a  program  of 
•     creative  methods  for  improving  the  quality  of  time  mother  and' 
child  spend  together.        -  0 

Besseil,  H.,  and  Kelly,  t.P.    The  Parent  Booff    The  Holistic*  pyt»-  . 
gram  for  Raising  the  Emotionally  Mature  Child,  ^rr.^f.. 
Jalmar  Press,  inc.,  1977c.  ($9.95) 

Offers  effective  ways  of  relating  to  a  child  on  a  day-to-day 
basis,  -as  well  as -long-range  advice/  Covers  the  major  areas" 
^         ota  child  s  emotional  development    Helpful  for  ages  from 
#•  birth  thrown  early^teens.  1 

Bettleheim,  B.    Dialogues  with  Mothers.    New' York:    Arion- Books 
1962.     ($2.50;  *  ' 

Verbatim  conversations  between  Dr.,, Bettleheim  and  mothers, 
helping  mothers  discover  answers  to  parenting  problems  through 
their  own  feelings  rather  than  through  an  expert's  advice. 

Boston  Women's  Health  collective.    Ourselves  and  Our  children.  New 

York:    Random  House,  1978.     ($6. 95)   

A  book  about,  the  lives  and  needs  of  parents  exploring  the 
stages  of  parenthood,  the  different  ways  of  being  a  tamily, 
society'*  impact  on  parents,,  and  sources  of  support  for 
parenting. 

Bowlby,  J.    Attachment.    New  York:    Harper  Torchbooks,  1969.  ($5.95) 
A  definitive  work  on  the  child's  tie  to  the  mother,  it  explains 
why  this  .vital  relationship  is  so  crucial  to  the  development  of 
the  child's  personality. 

Braga,  J.,  and  Braga,  L.    Children  and  Adults:.    Activities  for  Grow- 
ing Together.    Englewood  cliffs,  N.J.:     Prentice  Hall,  1976.  

»  ($10.95) 

Stimulating  activities,  practical  ideas,  and  creative  games 
that  parents  grandparents,  teachers,  or  anyone  involved  with 
children  can  use  to' encourage  self-esteem  and  intimacy. 

Braga,  J.,  and  Braga,  L.    Learning  and  Growing:    A  Guide  to  Child 
Development.    Englewood  Cliffs,  N.J. :  Prentice  Hall,  1975. 
'  ($3.45) 

A  practical  guide  to  understanding  children's  development  and 
stimulating  their  growth;  explains  how  to  aid  children  in  Vjv- 
#     erything  from  learning  to  feed,  themselves  to  speech  and  lan-' 
guage  development.  \  s 
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Brazelton,  T.B.    On  Becoming  a  Family;    The  Growth  of  Attachment 
t  New  York:    Delacorte  Press,  1981.     ($14.95)  . 

Discusses  early  bonding  and  the  tfomplexity  of  the  dsveloping 
relationships  between  parents  and  the  newborn.    Starting  with  » 
.         the  feelings  of  the  parents-to-be^  Dr .  Brazelton  traces  the 
process  of  early  attachment. 

m  Brazelton,  T.B.    Infants  and  Mothers.    New  York:    Delta  Books, 
^       .       1969*  ($7.95) 
\  A  sensitive  an<J  readable  book  pji  infancy  and  the  differences 

in  developmental  responses,  starting  with  the  uniqueness  of 
,  each  infant's  response  to  life. 

Brazelton,  T.B."  Toddlers  and  Parents.    New  York:    Delta  Publishing, 
1974.  ($7.95) 

A  continuation  of  Infants  and  Mothers.    This  book  begins  at 
age  1  year  through  36  months,  ages  at  which  independence  and 
self-mastery  are*  important  issues.    Through  descriptions  of 
different  children  of  different  ages  and  in  Afferent  family 
situations,  Dr.  Brazelton  describes  important  developmental 
issues  and  ways  that:  different  families  might  handle  them. 
-  , 

Briggs,  D.C.    Your  Chiles  Self  Esteem.    Garden  City,  N.Y.:  Double- 
day,  1975.  ($4.50) 

Step-by-step  guidelines  for  raising  responsible,  productive, 
happy  children  with  a  recognition  of  the  central  issue  of  self- 
esteem  in  growth .  * "  * 

Caldwell,  B.M.,  and  Ricciuti,  H.N.',  eds.    Child  Development  and 

Social  Policy.    Vol.  1  and  2:.  New  York:    Russell  Sage  Founda- 
tion,^964,  1966. *  Vol.  3:   .Chicago:    University  of  Chicago 
Press,  1973.  ($7.95) 

Comprehensive  review  of' child  development  research  with  ref- 
erences to  research  on  disadvantaged  parents. 
-»  • 

Caplan,  F. ,  ed.    The  Parenting  Advisor.  '  Garden  City,  N.Y.:  Prince- 
ton Center  for  Infancy,  Anchor  Press/Doubleday,  1978.  ($6.95) 
A  comprehensive  guide  written  by  parents  and  professionals, 
^         this  book  synthesizes  the  best  thinking  and  current  research^.  . 
on  all  areas  of  childrearing. 

Clarke,  J.I.    Self  Esteem:    A  Family  Affair.    Minneapolis:  Winston 
Press,  1978.     ($7.95)'  •? 
Describes  the  development  of  self-esteem,  starting  at  home  in 
a  nurturing  interaction  between  children  and  adults.  Utilizes 
theories  and  techniques  of  transactional  analysis. 

Comer,  J. P.,  and  Poussaint,  A.F.    Black  Child  Care.    New  York: 
Pocket  Books, .1980.  \($2.50) 

Both  general  and  specific  discussions  of  the  problems  in  rais- 
ing a  black  child* in  America.    Deals  with,  the  emotional  and 
psychological  development  of  the  black  child  from  infancy 
through  adolescence,  .along  with  childcare  advice.  Contains 
a  gocd  bibliography.  v 
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*  Delliquadri,  L.,  and  Breckenridge,  K.    Mother  Care.    New  York-  » 
Simon  and  Schuster,  1980.  ($2.25)~ 
.  A  book  that  si  eaks  to  the  mother's  emotional  and  physical 
needs  through  the  transition  of  new  motherhood, 

Dodson,  F.    Kow  to  Discipline  with  Love,     Nev>  York:    Signet,  1977 
($2.50)  *  ' 

A  parenting  guicje  of  flexible  strategies  for  teaching  children 
desirable  behavior.    Most  appropriate  for  ages  2  to  10. 

Gpdson,  F.    How  to  Parent.    New  York:     Signet,  1970'.  ($2.50) 

Based  on  a  childrearing  philosophy  that  combines  love  and  ' 

-discipline;  good  for  ag<£  from  1  to  5.    Discusses  choosing 
toys,  creating  an  enriching  environment,  dealing  with  hostil-  t 

aty.    Although  middle  cl^ss  in  orientation, ' it  is  a  classic. 

'Dreikurs,  R.    The  Challenge  of  Parenthood.    N-v  vork:  Hawthorne, 
19S8.  ($4.95) 

A  practical  approach  to  parenting  based  on  sensitivity  .and- 
understanding. 

Dreikurs,  R. ,  and  Cassel ,  P.    Discipline  Without  Tears.    New  York- 

Hawthorne,  1972.     ($3.9$)""  1   

A  sensitive  and  practical  approach  to  disciplining  children, 
with  a  "Discipline  Without  Tears"  workbook  included. 

* 

Faber,  A.,  and 'Mazlish,.  E.    How  to  Talk  so  Kids  will  Listen  and  How 
to  Listen  so  Kids  wil*  Talk.    New  York:     Rawson  wade  Publishers, 
1980.     ($11.95)  o 

Technique*  for  thV"  development  of  communication  and  listenWg 
skrlls  between  parents  and  children. 

-  \ 

Faber,  A'.,  and  MazlisJv  E.    Liberated  Parents:     Liberated  Children. 
New  York:    Avon  Books ,  1974^.   t($2.50)  I  " 

Influenced  by  Ha'im  Ginott,  the  authors  describe  how  their 
skills  have  changed  the  way  they  treac  their  children  and 
themselves  withoufrjiving  specific  instructions,  so  that  par- 
ents can  improvise. 

^einbloom,  I.,  and  the  Boston  Children  Js  Medical  Center,  child 

"  Health  Encyclopedia.  New  York:  Dell  Publishing,  1975^  T$7.95) 
An  excellent  inference  bock  for  parents  and  professionals.  Com- 
prehensive information  on  health  maintenance. 

•  jf 

\  m  # 

Friedland,  R.,  and  Kort,.C.    The  Mothers'  Book:    Shared  Experiences. 
Boston:-  Houghton  Mifflin,  *1981.     ($8.95)  , 
Cahdid  personal  accounts  by  mothers  on  the  emotional  aspects 
of  motherhood.  "  $ 

Galper,  M.    Co-Parenting':    A  Source  Book  for  the  Separated  or  Di- 
vorced Family.    Philadelphia:    Run.\ing  Press,  1978."  ($4.95) 
A  ^self-help  book  for  parents  whose  marriage  has  ended  but 
childrearing  responsibilities  continue. 
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Games  Babies  Play  and  More  Games  Babies  Play.    New  York:    A  &  W 
Visual  Library,  1981.  ($4,95) 

Describes  games  that  stimulate  and  soothe  the  infant,  games  « 
that  help  promote  the  development  of  the  senses  and  verbal 
^  understanding,  and  games  in  which  an  older  sibling  can 
participate 

^Gardner,  r.a.    The  Parentljgook  About  Divorce.    New  York:  Bantam 
,  1977,  ($2.95) 

A  practical  guide  to  the  problems  that  arise  for  parents  get- 
ting a  divorce?  helps  both  parents  maintain  loving  relation-  . 
ships  with  their  child.  .  • 

Gardner,  R.£.    Understanding  Children.    New  York:    Jason  Aionson, 
1973.  '  ($10.00)  % 
Valuable  variations  and  innovations  on  childrearing  theory  and 
practice.  -  4 

Ginott,  H.G.    Between  Parent  and  Cfrild.    New  York:    Avon,  1965. 
($2.50)  '  ' 

Emphasizes  the  importance  of  communication  between  parent  a/id 
child  with  a  description  of  empathic  approaches  to  parent-child 
problem  solving.    Middle  class  in  orientation  and  a  little 
dated,  but  a  classic  in  the  fdeld. 

Ginott,  H.G,    Between  Parent  and  Teenager.    New  York:    Avon,  1969. 
($2.25)    :  ' 

Believes  that  letting  go  is  the  key  to  peaceful  and  meaningful 
coexistence  between  parent  and  teenager.    With  an  emphasis  on 
communicatipn,  the  book  describes  many  of  the  experiences  be- 
tween parent  and  teenager. 

Greenberg,  S.    Right  from  the  start;    A  Guide  to  Nonsexist  Child- 
rearing.    Boston:    Houghton  Mifflin  Company,  1979.  ($4.95) 
Practical  advice  on  how  to  raise  children  of  both  sexes  free 
of  the  sexual  stereotypes  that  limit  development. 


Grollman,  E^.    Explaining  Divorce  to  Children.    New  York:  Beacon 
Press,  1969.     ($4.95)  ^ 
Valuable  information  and  guidance  , for  teachers,  counselors, 
and  other  professionals  who  work  with  children  from  broken 
homes. 

•r  / 

Heffner,  E.    bothering.    Garden  City„  N.Y. : (Doubleday,  1978. 
($4.95)  %  y 

With  a  constant  emphasis  on  the  mother  £te  a  person,  a  common 
sense  and  insightful  discussion  of  motherhood. 

Hendricks,  G. ,  and  Brooks,  T.B.    The  Centering  Book:  Awareness 
Activities  for  Children.    Englewood  Cliffs,  N.J.:  .Prentice 
Hall,  1977-     ($3.95)  ,  o 

A,  collection  of  activities  for  childi  n  and  adults  to  partici- 
pate in  together.    The  activities  *ar*  aimed'  atu  increasing 
awareness  and  intimacy.  . 
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Hendricks,  G. ,  and  Brooks,  T.B.    The  Second  Centering  Book:  More 
Awareness  Activities  for  Children,  Parents!    Bnglewood  Cliffs, 
N.J.:    Prentice  Hall,  1977.  ($4.95) 

A  further  collection  of  awareness-  and  intimacy-promoting  ac- 
tivities for  children  and  adults  to  participate  in  together.  £ 

Jenkins,  J.K.,  and  MacDonald,  P.    Growing  Up  Equal.  Enqlewood 
"  Cliffs,  N.J.:    Prentice  Hall,  1979.     ($7.95)  \ 

Stimulating  games  and  activities  that  encourage  creativity 
and  independence  in  the  preschooler  while  also  examining  non- 
sexist  role  modeling  and  living  skills.  * 

Kaplan,  L.J.    Oneness  and  separateness:    From  Infant  .to  Individual. 
New  York:     Simon  and  Schuster,  1978.  ($4.95) 
An  exploration  of  the  inner  emotions  and  experiences  of  the 
child,  this  book  also  shows  how  the  parent  can  most  effec- 
tively respond  to  the*  changes  in  the  child's  life. 

Kleman,  G.W.,  and  Rosenfeld,  A.    Responsible  Parenthood.    New  York: 
Holt,  Rinehart  and  Winston,  1980.  ($14.95) 

A  comprehensive,  clearly  written  guide  to  the  child's  psycho- 
logical development  from  infancy  through  the  preschool' years. 

Knox,  L.     Parents  Are  People  Too.    Englewood  Cliffs,  N.J.:  Prentice 
Hall,  1981.  ($5.95) 

Easy  to  read,  insightful  approach  to  parenting  and' disciplin- 
ing children. 

Kraft,  A.    Are  You  Listening  to  Your  child?    How  to  Bridge  the  Com-  * 
munication  Gap  Through  Creative  Play  Sessions.    New  York: 
Walker  and  Company,  1973.  ($7.95) 

The  application  of  Virginia  Axline's  playroom  techniques  in 
teaching  parent-child* communication  skills.    Appropriate  -for  - 
children  from  2  through  8  years  old. 

Leach,  Your  Baby  and  Child  From  Birth  to  frge  Five.     New  York: 

Alfred  A.  Knopf,  1981.     ($9.95)  -  ' 

Provides  detailed  advice  and  information  for  each  stage  of  de- 
velopment in  the  first  5  years.    Readable  and  comprehensive. 

.  v  .  , 

McBride,  A.B.    The  Growth  and  Development  of  Mothers.    New  York: 
Harper»&Row,  1973.     ($1.50)  ^Y  : 

Discusses  the  developmental  ne^ds  of  a  mother  and  offers  ad- 
vice on  coping  with  depression,  unmaternal  feelings,  and  help- 
ing to  define  new  patterns' of  family  life.    Thoughtful  and 
practical. 

McCall,  R.B.    Infants:     Ttfp  New  Knowledge  About  the  Years  from  flirt h 
to. Three.    New  YofkT   Random  House,  1979.  ($3.95) 
Radically  new  information  from  recent  studies  on  infant  devel- 
opment.   Very  readable,  does  not  tell  the  parent  what  to  do 
but  rather  describes  what  is  going  on  in  the  child's  mind  and 
body  at  different  stages  of  development.    Simple  and  direct. 
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McLaughlin,  C.J.    Black  Parent's  Handbook J    New  York:  Harcourt 
Brace  &  Jovancvich,  1976/  .7$10.00;  $3.95  paperback)  < 
A  guide  for  black  parents  that  includes  issues  common  to  all 
parenting  plus  sections  on  medical  problems  and  genetic  dis- 
eases common  to  blacks,  black  folk  medicine  practices,  and 
political  and  economic  influences  that  affect  childrearing. 
It  j.3  designed  to  guide  black  parents  to  help  their  children 
develop  self-esteem  and  reach  their  full  potential  without 
self-hate  in  a  wdrld  that  often  disparages  them.    Written  in 
a  simple,  readable  style. 

Mi 1 ler ,  M .    Family  Communication:    Keeping  Connected  in  Changing 
Times.  --'New  York:    Paulist  Press,  1980.  ($7^95) 
Family  communication  is.  treated  as  an  art  and  a  skill,  with 
practical  exercises,  charts,  and  examples  to  help  with  the 
development  of  listening  and  communication  ckills. 

* 

Miller,  M.    Help  ?our  Child  For  Life.    Niles,  111.:    Argus  Communi- 
cations,  1978.  ($2.95) 

Kelps  parents  develop  tools  foe* helping  their  children  expand 
creativity,  language,  and  self-esteem. 

The  Op*>n  Home.     New  York:    St.  Martin's  Press,  1976.  ($5.95) 

Information  to  help  the  parent  with  the  many  different  roles 
as  provider,  nurse,  teacher,,  friend,  and  play  partner.  A 
very  practi6al  guide.  % 

i 

Pantell,UR.H. ;  Fries,  J.F.;  and  Vickery,  D.M.    Taking  Care  of  Your 
Child:    A  Parent's  Guic*e  to  Medical  Care.    Reading,  Mass.: 
Addison-Wesley,  1977.  ($7.95) 

A  winner  of  the  American  Medical  Writers  Association  Award, 
a  comprehensive  guide  to  child  health  care  pioblems  £rom' birth 
through  adolescence.  *  The  aim  is  to  develop  parental  skills 
and  self-confidence  in  dealing  with  every  day  crises.  Part 

*     II  is  a  series  of  decision  chapters  on  various  childhood  symp- 
.  toms  and  complaints  to  help  you  decide. whether  to  use  home 

/    treatment  or  consult  a  physician.    A  background  patje  on  each 
medical  problem  describes  the  appropriate  home  treatment. 

Pogrebin,  L.C.,  Growing  Up  Free:    Raising  Your' Child  in  the  80's. 
.New  York:     McGraw-Hill,  1980.     ($15.95)  > 
Explains  raising  children  in  a  world  t6f  challenge  or  chaftge. 
Guidelines  for  role-free,  nonsexist  parenting^ 

Vosenbaum,  J.  ,  and  Rosenbaum,  C.    Living  with  Teenagers.    New  York: 
Stein  and  Day,  1980.  ($10/95) 

Two  experienced  therapists  help  parents  and  teenagers  survive 
the  teenage  years. 

Schlehofer,  J.    Joy  of  Parenting.    New  York:     Paulist  Press,  1978. 
($3.95) 

Creative  ideas  for  enjoying  the  parenting  experience,  with  an 
extensive  author-annotated  bibliography. 
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Seligman,  S.M.    Now  Thafc  I  Am  A  Mother— What  Do  I  Do  For  Me?  Chi- 
•        cago:    Contemporary  Books,  1980.  ($S.95) 

Helpful  guide  for  mothers  organizing  their  lives  so  that  other 

goals  can  also  be  accomplished. 

». 

Sills ,  B..#  and  Henry,  J.    The  Mother  to  Mother  Baby  Care  Book.  New 

York:     Avon,  198CK  ($5.95)   

A  nationwide  network  of  mother's,  the  real  experts  on  childcare, 
offer  day-to-day* practical  information.  *  ,  - 

Stollack,  G.  Until  We  Arc  six;  'Toward  the  Actualization  of  Our 
Children's, -Human  Potential.  Huntington,  N.Y.:  Krieger  Pub- 
lishing, 1978.  ($5.95) 

An  adaptation  of  Virginia  Axline's  playroom  techniques  to  the 
education  of  parent-child  interactions.    The  first  part  de- 
scribes the  research  and  literature,  and  the  second  part  de- 
scribes the  practical  application  of  the  method.  Appropriate 
for  children  from  2  through  8  years  eld. 

Stollack,  G.    What  Happened  Today,    pubuque:    Kendal*  Hunt,  1973. 
($2.95) 

Stories  concerning  parent-child  encounters.    The  first  section 
<>of  each  story  describes  a  typical  encounter,  and  the  second 
section  describes  what  would  be  a  better  way  of  handling  each 
situation  as  a  parent.    Appropriate  for  children  from  2  through 
8  years  old. 

'  r  . 

Thomas,  G.     Parent  Effectiveness  Training!    New  York:    signet.  1970 
($5.95)  ~  . 

A  method  to  bring  parents  and  t'heir  children  together,'  showing 
parent's  how  to  help  their  children  mature,  very  good  for  com- 
munication skills  with  children  of  all  ages,  but  is  especially 
appropriate  for  adolescents.  1 

t 

Thomas,  G.     P.E.T.  in  Action.    New  York:     Bantam  Books,  1976. 
.  ($2.50) 

Basic  P.E.T.  techniques,  plus  new  solutions  for  parents  who 
have  used  P.E.T. 

Tronick,  E. ,  ana*  Adamson,  L.    Babies  as  Pebple:    New  Findings  on 

1  Our  Socia^  Beginnings.    New  York:    Collier  Books, -1980.  ($7.95) 
Written  from  the  perspective  that  infants  are  bom  responsible 
and  "eager  to  learn,"  expressing  their  uniqueness.  Examples 
and  insights  into  the  interdependency  of  the  baby/adult  rela- 
tionship are  given.  •    '  « 

Weiss,  R.s.     Going  it  Axone.    New  York:    Basic  Books,  1979.  ($13.95) 
Discusses  the  issues  and  problems  of  raising  children  as  a  sin- 
gle parent  with  both  empathy  and  objectivity. 

Welch,  D.,  and  Hughes,*  W.    Discipline:    A  sheaf  of  New  Ideas  for  Par- 
ents and  Teachers «    New  York:    Hart  Publishing,  1977.  f$3.95) 
Discipline  skills  based  on  empathy  and  understanding. 


'White,  b.L.    The  First  Three  Years  of  Life,    Englewood  Cliffs*  N.J,: 
Prentice  Ha^l,  Inc.,  1975.  ($4.95) 

Dr.  White  divides  the  firtet  3  years  into  seven  developmental  * 
stagey,  providing  a  comprehensive  description  of  physical, 
mental,  and  emotional  development.    Also  contains  a  detailed  * 
discussion  of  childrearing  practices  arid  toys  and  equipment. 

Wilson,  A.N.    The  Developmental  Psychology  of  the  Black  Child.  New 
York:    Africana  Research  Publications  (2580  Adam  Clayton  Powell, 
Jr.  Blvd.,  N.Y.,  N.Y.  1003,9),  1978. 

The  author  examines  areas  of  critical  differences  between  black 

and  white ^children,  including  prenatal  influences,  physical  de- 
'  velopment,  parental  attitudes,  play,  and  language  and  communi- 
cation.   The  influence  of  race  and  race Nawareness  and  socio- 

cultural  factors  are  explored  with  discussions  "of  the  evidence 

on  intelligence. 

—Preparedly  Louise  Blackledge, 

associated  with  the  Women's  Drug 
*  .  Research  Project,  The  University 
of  Michigan. 
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